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The MOUNDS PARK HOSPITAL 


SAINT PAUL, MINNESOTA 
Ei o 






THE ESSENTIALS for Treatment of Nervous and Mental Diseases 
1 Specialists in diagnosis and care. 4 Especially trained graduate nursing staff. 
2 Hospital care partial or complete isola- 5 Hydrotherapy and occupational therapy. 





tion from former environment. 6 Electroencephalographic laboratory. 


3 A staff of consulting physicians and 7 An atmosphere of cheerfulness. 
? Upon request, the Hospital will be pléased to send the 
surgeons. details of its service and rates. 


Approved by the American College of Surgeons 
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Witt1aAm JAMES MAyo 


The Mayo Memorial 






The Mayo Brothers 


HELEN CLAPESATTLE 


Minneapolis, Minnesota 


To the noble work and nobler vision of Wil- 
liam James and Charles Horace Mayo is due the 
paradox of Rochester, Minnesota. They made 
of this “little town on the edge of nowhere” one 
of the world’s greatest medical centers to which 
men come from the ends of the earth for treat- 
ment and instruction. 

William was born in Le Sueur, Minnesota, in 
1861; Charles in Rochester four years later. As 
sons of a busy horse-and-buggy doctor, one who 
believed that “children should be handy,” the 


Miss Clapesattle is Director of the University of 
Minnesota Press and the author of “The Doctors Mayo” 
first published in 1941. A condensed version of the book 
came off the press October 21, 1954. 
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boys learned medicine almost with their a b c’s 
Among their boyhood chores, they drove their 
father on his country rounds, helped him with 
the lengthening queue of office patients, did his 
bidding at postmortems and operations. “We 
were reared in medicine as a farmer boy is 
reared in farming,” said Doctor Will. 

After graduation from medical school—Wil- 
liam from the University of Michigan in 1883, 
Charles from the Chicago Medical College of 
Northwestern University in 1888—the brothers 
took over their father’s practice. A disastrous 
tornado in Rochester and the consequent building 
of St. Mary’s Hospital by the Sisters of St. 

(Continued on Page 805) 
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The Mayo Memorial Dedicated 


HAROLD S. DIEHL, M.D. 
Minneapolis, Minnesota 


A number of years ago as Mrs. Diehl and I 
stood on the rim of the Grand Canyon of the 
Colorado marvelling at the beauty and _ the 
grandeur of this wonder of the world, we noticed 
a man nearby walk away from the rim and 
then return and gaze again into the canyon; again 
walk away and again return. After repeating 
this performance several times I heard him say 
to himself, That is 
the way | feel about the completion of the Mayo 
Memorial. Even though we have been occupying 
and using it for sometime, I still feel like 
touching the walls to see whether they are real 
or whether they are a continuation of the dreams 
which we have had about this building for the 
past fifteen years. 


still cannot believe it.” 


Actually, the building is not only in use, but 
has been dedicated. The theme of the dedication 
was “Medical Education and Research: Freedom 
and Progress in the Mid-Twentieth Century.” 
The program was a series of thoughtful, philo- 

Dr. Diehl is Dean of the School of Medicine, Uni- 
versity*of Minnesota. 


780 


sophical and forward-looking discussions of the 
opportunities and responsibilities of medical edu- 
cation and medical research in the years ahead. 
The speakers were distinguished guests repre- 
senting the various fields of activity which are 
housed in the Mayo Memorial. Certainly noth- 
ing could be a more appropriate memorial to the 
vision, the faith and the achievements of the 
Doctors Mayo than such a program in dedication 
of a building which will be devoted to carrying 
on in perpetuity toward the objectives which 
they set for themselves and to which they de- 
voted their lives. 

Although I have written from time to time 
in Minnesora MEDICINE about the Mayo Me- 
morial, a bit of recapitulation, now that the Me- 
morial is a reality might be in order. The idea 
of a memorial to the Doctors Mayo was initiated 
by Governor Harold Stassen in the summer of 
1939, a few months after the deaths of Doctor 
Will and Doctor Charlie. He appointed a Mayo 
Memorial Commission with the statement that 
it was fitting that the State of Minnesota should 


MINNESOTA MEDICINE 





















give 
ting 
seve 
type 
repo 
1943 
the 

vers 
teacl 
ture 
acce 
reso 


Cr 


Mer 
Ther 


W) 
























the 
edu- 


ead. 
pre- 

are 
oth- 
the 

the 
tion 
ying 
hich 


de- 


time 
Me- 
Me- 
idea 
ated 
r of 
ctor 
layo 
that 
ould 


ICINE 











give appropriate recognition to its two most dis- 
tinguished citizens. This commission spent 
several years considering the question as to the 
type of memorial which should be provided. The 
report of this commission was presented to the 
1943 Legislature with the recommendation that 
the memorial should be a building on the Uni- 
versity of Minnesota Campus to carry forward 
teaching and research in medicine. The Legisla- 
ture, in joint session and by unanimous action, 
accepted this report and adopted the following 
resolution : 


Creating a Committee of Founders of the Mayo 
Memorial, Providing for the Appointment of Members 
Thereof, and Prescribing the Purposes Thereof. 


WHEREAS, the Doctors Mayo, William J. and Charles 
H., were two great humanitarians who brought to 
mankind many outstanding advances in medical 
science, and 

WHEREAS, we were proud to have them as citizens 
of our state while their works and their influence 
knew no bounds, and 

WHEREAS, they brought enduring fame to the State 
of Minnesota and substantial assistance and _ in- 
spiration to the University of Minnesota, and 

WHEREAS, plans are now being formulated for a 
suitable memorial to the Doctors Mayo, and 

WHEREAS, it is but proper that the State of Minnesota 
should officially recognize and participate in such 
memorial, 
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NOW THEREFORE, BE IT RESOLVED, by the Senate of 
the State of Minnesota, the House of Representatives 
concurring therein, that a committee of founders of 
the Mayo Memorial to carry out the plans for such 
memorial be hereby established; that three representa- 
tives be appointed by the Committee on Committees of 
the Senate, and that the Governor of the State of 
Minnesota be hereby requested to appoint such addi- 
tional members as may be suitable, all for the purposes 
set forth in this resolution. 


Pursuant to this action of the Legislature, 
Governor Stassen appointed Dr. Donald J. Cow- 
ling as Chairman of the Committee of Founders 
to make this memorial proposal a reality. The 
Committee of Founders was then appointed by 
Governor Edward J. Thye, who succeeded to 
the governorship when Governor Stassen entered 
The Committee of Founders 
consisted of the following distinguished citizens 
of Minnesota: Governor’s Appointments; Dr. 
Donald J. Cowling, Chairman, Dr. George Earl, 
Secretary, James F. Bell, Earle Brown, Mrs. 
George Chase Christian, Frank T. Heffelfinger, 
Jay C. Hormel (deceased), George W. Lawson, 
Ward Lucas, Most Rev. John G. Murray, I. A. 
O’Shaughnessy, Dr. Edward L. Tuohy. From 
the Legislature; Sen. Walter Burdick, Sen. Ray- 
mond J. Julkowski, Sen. Charles N. Orr (de- 
ceased), Sen. William B. Richardson (deceased), 


military service. 
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Sen. A. O. Sletvold, Rep. Claude H. Allen, Rep. 
Ben D. Hughes (deceased), Rep. Leo D. Mad- 
den, Rep. Mabeth Hurd Paige. 

This committee, after due and careful con- 
sideration, decided that the most appropriate way 
to provide a memorial would be in part by vol- 
untary contributions and in part by appropria- 
tions from public funds. The initial goal of the 
memorial commission was $2,000,000. However, 
as plans for a building to provide the needed 
facilities for medical research and medical edu- 
cation crystallized and as building prices increased 
several fold as a result of war and postwar in- 
flation, it became obvious as time went on that 
much larger funds would be necessary to provide 
the facilities needed. This resulted in two ap- 
peals to the public for private gifts, several re- 
quests for legislative appropriations and _ for 
grants from federal funds. The difficulties, dis- 
couragements and disappointments seemed end- 
less, but by the end of 1949 approximately $12,- 
500,000 were available for the construction of 
a 22-story building as a Mayo Memorial. These 
funds came from the following sources : appropri- 
ations by the Minnesota State Legislature, $7,- 
000,000; federal grants, $3,000,000, of which 
$2,000,000 came from Minnesota’s allotment un- 
der the Hill-Burton Act for hospital construc- 
tion and approximately $1,000,000 from the Na- 
tional Cancer Institute and the National Heart 
Institute construction funds; contributions from 
private gifts and other sources, $2,500,000. 

At this time, everything seemed in hand and 
contracts were to be let not later than January 
1, 1950. Delays in the completion of plans, how- 
ever, resulted in the postponement of bids until 
the latter months of 1950 at which time, as a 
result of the outbreak of war in Korea, build- 
ing prices had risen another 25 to 30 per cent. 
The result of this was that the building had to be 
reduced from twenty-two stories to fourteen 
stories. Four of these stories were moved to a 
different location where construction was less 
expensive. The other four stories, including two 
floors for the Medical Library and two floors for 
the Department of Pathology, were lost. These 
remain as such urgent and critical needs that 
a very real note of sadness dims the pleasure 
and satisfaction of a completion of this magnif- 
icent project. 
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The Mayo Memorial Building which we finally 
obtained is a splendid and invaluable addition 
to the facilities of the Medical School and Uni- 
versity Hospitals. In general, this building con- 
tains the central service units of the University 
Hospital such as the operating rooms, the labora- 
tories, the blood bank, the x-ray department, the 
administrative offices, the pharmacy, the record 
rooms, the central supply rooms, services and 
shops, expansion of the outpatient department, 
the visitors’ entrance and main lobby of the hos- 
pital, the offices and research laboratories of the 
clinical departments. In addition, the Mayo Me- 
morial contains underground animal quarters 
and associated research laboratories, the Reha- 
bilitation Center, the School of Public Health, 
the Department of Bacteriology with its research 
and teaching laboratories, the administrative 
offices of the Medical School, the offices and 
conference rooms of the Department of Con- 
tinuation Medical Education, the Mayo Me- 
morial Auditorium with a seating capacity of 550 
and two associated class rooms of 180 capacity 
each, and an underground garage with a capacity 
of 240 cars. 

The elimination from this building of the 
Medical Library, the Bell Museum, and the 
offices, research and teaching laboratories of the 
Department of Pathology remains a very real 
disappointment and handicap. We hope that in 
the very near future the Legislature will provide 
funds to add to our University of Minnesota 
Medical Center facilities for these two important 
units of the Medical School as well as for the 
remodeling of Millard Hall and Jackson Hall 
which after forty years of use are urgently in 
need of reconditioning. 

At the moment, however, we are rejoicing 
over the completion of this new building which 
not only serves as a magnificent and worthy me- 
morial to Doctor Will and Doctor Charlie Mayo, 
but what is even more important, it provides the 
facilities for education, for research, and for 
service in medicine and allied health fields which 
will enable the University to carry forward for 
all time the work, the ideals, and the objectives 
to which these two great Minnesota physicians 
devoted their lives. This will be the most sig- 
nificant and vital memorial to all. 
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Learning 


ALAN GREGG, M.D. 
New York, New York 


The memories we have of great men pass 
through stages, as time removes us further and 
further from their living presence. The first of 
these stages begins soon after their death. It starts 
with stories and anecdotes about them. Then come 
biographies, and at last what is called the “de- 
finitive life.’ The great man’s actions and in- 
fluence dominate such records and reminiscenses 
—as the transitive verb gives substance to a sen- 
tence because a verb is a word of action. Though 
he has died, his acts have still living witnesses 
and so continue to impress us. As long as there 
are still men living who remember them, the 
Mayo brothers’ dynamic effect upon many an 
aspect of Great Medicine will act as a living 
stimulus and an unquestioned force. 

When all his contemporaries too have gone, 
the reputation of a great man undergoes a sort 
of metamorphosis. This I would think of as 
the second stage. A kind of selective process 
sets to work upon the thousands of recorded 
acts of the great man, choosing some as especial- 
ly characteristic, distinctive, and remarkable— 
in fact so much so that his very name comes 
to serve as a descriptive term, a standard for 
comparison, and a measure of excellence. We 
thus speak of Jeffersonian democracy, of 
Shavian wit, and of Christian virtues. So. by 
an admiring but almost reckless selection and 
condensation, we turn a man’s whole life into an 
adjective. We have chosen to remember him 
for one superlative characteristic of his person- 
ality. I rather think that statues, monuments, 
and memorial buildings come into being as the 
last of his contemporaries anticipate this second 
stage. In any event, the stage of selective com- 
memoration deserves sharp scrutiny, for during 
this period we decide—often arbitrarily—for 
what achievement a great man is mainly to be 
known. 

In the third and final stage, a great man be- 


Dr. Gregg is Vice President of the Rockefeller 
Foundation. 

Presented at the Mayo Memorial Dedication Dinner, 
Minneapolis, Minnesota, October 21, 1954. 
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comes by general consent a noun, standing for 
a single aspect of his character, indeed becoming 
the personification, the type and print of some 
human quality. “He became,” we say, “the 
Moses of his people.” With such convenient 
clichés, Hippocrates became the synonym for the 
doctor, Robin Hood the incarnation of the be- 
loved outlaw, Beau Brummel the model of sar- 
torial excellence, or Daniel Boone the protagonist 
of pioneering. It is in this stage that patron 
saints and lesser deities arise; here is the birth 
of the myth, the unqualified, oversimplied, but 
unchallenged myth. Here, too, we must be on 
guard, for such magnifications and distortions as 
occur in myth-making correspond more closely to 
our desire for the myth than to the accuracy of 
its derivation. As loans often describe the need 
of the borrower more accurately than the char- 
acter of the lender, so myths arise to meet the 
need for myths. 

In this splendid building, you have well solved 
the problem of appropriate commemoration. In 
recognition of the greatness of the Mayo broth- 
ers, you have chosen to plan, construct, and 
equip a building to serve the material needs of 
medical research. Indeed, one might say not 
merely in recognition of the Mayos, but in 
resonance with one of the great qualities of those 
famous brothers, you have created circumstances 
that facilitate finding new knowledge. Your 
purpose was to catch something of their spirit 
in a kind of communion. In walking through 
this new building, I kept thinking of the most 
primitive and yet impressive form of communica- 
tion—the African forest dweller’s drum whose 
resonance so perfectly matches that of another 
drum sounding far away that it catches and 
continues sounds and messages from afar that 
otherwise remain unheard. This building, right- 
ly called a memorial, could thus in a physicist’s 
imagination be likened to a resonator that picks 
up the vibrant vitality of two great men and 
continues their resounding messages. 

Happy are the Mayos to have had in you suc- 
cessors quick to understand their meaning in 
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American medicine, and determined to protect, 
continue, and extend their excellence. I would 
offer felicitations for this remarkable response 
to the remarkable example of two great men. 
President Morrill, Dean Diehl, Dr. Cowling, Mr. 
Amberg, and Governors Stassen, Thye, Young- 
dahl and Anderson, and all of your collaborators, 
| congratulate you. 


The only solicitude that accompanies my con- 
gratulations concerns the certain fact that this 
wonderful building clearly snatches from its users 
one of the most convenient excuses for not 
reaching equally notable results in research work. 
With such a building, no one can attribute his 
failure in research to the lack of facilities, or to 
the difficulties of inadequate space or insufficient 
equipment. You have burned your bridges be- 
hind you and foresworn recourse to that subtlest 
of anodynes, self-pity. One of the commonest 
of excuses—namely that “facilities are lacking 
for adequate research work”—no longer exists 
to console you. 


Indeed, if there were any chance that this 
building might be taken to be an appropriate 
memorial to the Mayo brothers merely because 
it facilitates and encourages fine work in medi- 
cine, | should raise my hand for permission to 
ask a question. And if granted permission I 
would say, “But I thought the Mayo brothers 
stand in American medical history as the in- 
carnation of achieving without encouragement 
and working against odds. Can you commemo- 
rate the spirit by merely providing the flesh?” 
Their professional careers have become a legend- 
ary example of the aphorism “Where there’s a 
will there’s a way.” Can a building devoted to 
the way epitomize or appropriately memorialize 
the will that lay behind the Mayos’ accomplish- 
ment? Can you invoke the will merely by pro- 
viding the way? 


3y now you will have seen why I drew your 
attention to what happens after great men have 
left us. In truth, their meaning to succeeding 
generations is in our hands. Their lasting sig- 
nificance will depend on what, out of all their 
deeds and characteristics, we choose to select 
for underscoring and eventually exclusive em- 
phasis. I am concerned with our responsibility 
in the matter, for it seems to me that the Mayos 
mean something as important as it is elusive, as 
powerful as it is ignored, as significant as any- 
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thing in our ideas of education and human 
achievement. 

If there be a single word or phrase denoting 
or even connoting the quality of the Mayo 
brothers that I would like to convey to you and 
see associated inseparably with their memory, I 
could well make it the title, because it is the 
subject of this talk. Perhaps it is the word 
“learning’’—not erudition, but learning as a habit 
and an adventure. The quality I seek to describe 
lies half exposed in such phrases as “unqualified 
freedom,” “natural independence,” ‘ingenuous 
creativeness,” “unaffected and unhesitating 
originality.” It emerges at times in such ex- 
clamations as “Why not?’; “I am not satisfied 
by what others have found”; “Have you tried 
it?” ; “Will it work?”’; “Let’s find out.” 

Perhaps I can convey the quality I have in 
mind by outlining an hypothesis. From infancy 
onward, a human being continuously receives 
sensory impressions and those longer sequences 
we call experiences. Unconsciously, and even as 
a baby, he receives, associates, sorts, evaluates, 
interprets, and stores them. What he wants has 
everything to do with the values and interpreta- 
tions he puts upon events or chains of events. 
Needless to say, the whole process is an intensely 
and absolutely individual affair. 


I do not know any current definitions of curi- 
osity that are better than superficial or circular, 
but most of us would agree that infants and 
children seem driven, albeit in different degrees, 
by what we call curiosity, to explore the world 
about them. The learning process goes on with 
or without education, and it goes on with an 
intensity that at times amazes any witness. Of 
two aspects of the learning process I am sure: 
one that it takes time, and the other that it results 
(in varient degrees) in that deep confidence in 
one’s own judgment that makes a path for cour- 
age. 

Long before his schooling begins, the child 
has taken decisive steps in learning how to take 
his world and how to make it. In fact, he is 
creatine his own pattern for this purpose. His 
greatest need is time to find what is dependable, 
time to swing on the gate, time to organize: his 
experience and to decide what to do about it. 
This learning process is continuous. It is loaded 
with the finest distinctions, the subtlest differ- 
ences, the most startling surprises. Despite life’s 
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complexities and frustrations, the child, forever 
thus learning, finds what he can depend upon 
and when to doubt and how to unlearn. My im- 
pression is that before he gets to any kind of 
school, the child has already worked out much 
of his own way, his characteristic pattern, of 
taking the world—the kinds of evidence he trusts, 
where he can safely put his confidence, and what 
spells danger or failure or uncertainty. 

But, sometimes before his pattern is firmly 
established, we put him to school, thus enormous- 
ly complicating his life. Invoking a standard 
within the reach of all, we violate the tempo 
of his own individual learning process. We im- 
pose on him the average pace. This is too slow 
for him in subjects he has a natural gift for 
and too fast in the subjects where his aptitudes 
fall short. The formidable pressures of con- 
formity succeed in penalizing his curiosity, 
threatening his self-confidence, and frustrating 
that will power that Ulysses Grant expressed in 
saying to his powerful critics that he would 
fight it out his way “if it took all summer.” 
We standardize him. Exhilarating as_ that 
process may be as long as you have substandard 
persons in mind, standardizing superior capabili- 
ties carries with it a penalty unimagined, and 
perhaps unimaginable, by good average minds. 
The horror of formal education, like the horror 
of a dictatorship, lies in its very efficiency, and 
in what it kills or reduces to conformity, im- 
potence and cowardice. Every human being, like 
every artist, should have time and complete 
freedom to find his own style. 

Each of us had (and some few of us still 
have) his own independently acquired way of 
taking the world of experience, his own self- 
selected correctives, his own  self-administered 
discipline. When we retain these highly individu- 
al characteristics, successfully surviving — the 
standardized education imposed upon us, we 
possess what others are pleased to call originality, 
tenacity of purpose, forcefulness, courage, and 
a memorable personality. 

I would suggest that where the usual educa- 
tional processes at least refine our tactical ability, 
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the slower but far more widely-ranging learning 
process provides us with strategic wisdom. 
Strategy concerns the choice of ends or objec- 
tives; tactics concern the means to attain the 
ends chosen by strategy. 

I do not mean to belittle education, but I am 
certain that our greatest men, our greatest ex- 
amples of human potentiality, either had little of 
the formal education of their time, or had none 
of it, or survived it because their personal pattern 
of the way to take the world was strong enough 
to persist unspoiled. Certainly, the correlation 
between greatness and having had a remarkable 
mother is higher than between greatness and a 
superior education. | say this without senti- 
mentality: the mother is simply the person most 
probably providing the circumstances of the 
earlier learning period. 

Beyond and above all else, the Mayo brothers 
stand as examples of continuing to learn, of 
sustained, tenacious, courageous, undeviating 
self-education. Their innovations amply deserve 
to be called original—but if originality connotes 
to you anything of the whimsical or irresponsible, 
then you must be reminded that the learning 
process as they followed it, by its very nature 
subjects experience to a more relentless evalua- 
tion than any outsider’s examination or criticism. 
To me, the Mayos stand in American medicine 
as startling and unforgettable examples of some- 
thing far deeper and far more rich and signifi- 
cant than education. Only the learning process— 
the primitive but also the final pattern for 
growth, self-impelled but self-correcting, forever 
gaining yet forever discarding, independent yet 
essentially humble and selfless—can explain the 
importance of the memory of the Mayo brothers 
to us all. 

And lastly, if the spirit of research be, as I 
hold it is, the quintessence of the learning process, 
driven by innate curiosity, armed with the ex- 
perimental method, controlled by self-imposed 
and undeviating honesty, and finding its reward 
in courageous equanimity, then a building devoted 
to medical research will not only stand, but will 
act as a fitting memorial to the Mayos. 





MINNESOTA MEDICINE 





me 
the 
the 


sec 


sul 
an 
an 
su] 
ou 
ica 
fis) 
lat 
in 

ty] 
tor 


str 


dri 
to 

fac 
tar 
me 
ca 
ulc 
otk 
ray 


wl 
of 

tio 
syl 
Wa 
pa 
or 

tre 
nif 
pal 
ma 





ers 

of 
ing 
rve 


tes 


ing 
ure 
ua- 
sm. 
ine 
ne- 
ifi- 


for 
ver 
yet 
the 


ers 
s I 


ex- 
sed 
ard 
ted 
will 


CINE 





DRUGS IN PEPTIC ULCER 


EARL E. GAMBILL, M.D. 


Rochester, Minnesota 


REATMENT of peptic ulcer with drugs 

should be considered as only one of several 
means used to control the symptoms and modify 
the course of the disease. Perhaps we shall agree 
that, helpful as they may be, drugs are super- 
seded in importance by such immeasurable and 
subtle factors as rest, peace of mind and soul, 
and freedom from undue fear, hurry, worry, 
and nervous, emotional and physical tension. The 
supreme importance of these influences is pointed 
out by the patient whose ulcer symptoms dramat- 
ically disappear when he leaves his office for a 
fishing trip, or enters a hospital for a nonre- 
lated surgical procedure. The enforced rest, even 
in the absence of specific anti-ulcer therapy, is 
typically followed by remission of ulcer symp- 
toms, often for several months, unless the ulcer 
is complicated by chronic perforation or ob- 
struction. 

It is apparent to all of us that the value of 
drugs in the therapy of peptic ulcer is difficult 
to measure. There are several reasons for this 
fact. One of them is the tendency toward spon- 
taneous remission even without any specific treat- 
ment. Another is the question of attributing to 
each factor favorable toward the control of the 
ulcer the proportion of value due it. Still an- 
other reason is the unreliability of roentgenog- 
raphy in determining whether an ulcer is healed. 

The importance of these facts was emphasized 
when my associates and I did a controlled study 
of the effects of an orally administered prepara- 
tion of enterogastrone on the control of ulcer 
symptoms. When the results were analyzed it 
was pleasing to see that 66 per cent of the 
patients so treated had either no ulcer symptoms 
or were definitely improved during the year of 
treatment. This apparent benefit seemed insig- 
nificant when we learned that 59 per cent of the 
patients who had received a placebo of inert 
material were similarly relieved.? 


_From the Section of Medicine, Mayo Clinic and Mayo 
Foundation. The Mayo Foundation is a part of the 
Graduate School of the University of Minnesota. 


Read at a round-table discussion at the meeting of 
the Minnesota State Medical Association, Duluth, Min- 
nesota, June 8, 1954. 
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These preliminary remarks are made, not to 
decry the use of drugs, but to employ them with 
an open, inquiring mind so that, on the one hand, 
we shall not deny to any patient a drug that is 
beneficial, and on the other hand, not burden his 
already strained pocketbook with expensive drugs 
that may have no real benefit. 

I should like to divide the drugs into four 
main categories and discuss them from that view- 
point. 


Alkalies 


The first group consists of the alkalies—the 
absorbable and the nonabsorbable varieties. I 
believe that, except in certain special indications, 
it is well to avoid the use of absorbable antacids. 
This is especially true in the presence of pyloric 
obstruction, alkalotic states and renal disease. It 
cannot be denied that certain patients seem to 
experience better relief with absorbable alkalies, 
and one may occasionally elect to use them in con- 
junction with the nonabsorbable variety for a 
limited time in properly chosen cases. Patients, 
as well as doctors, vary in their preference for 
the different brands of nonabsorbable alkalies, 
most of which contain aluminum hydroxide, 
either alone or combined with compounds of 
magnesium. It is desirable to use alkalies 
frequently, say every hour between meals during 
the day, not only while the patient is having 
symptoms but for perhaps four to six weeks after 
ulcer symptoms disappear. While the symptoms 
may disappear after a day of strict treatment, 
it is well known that four to six weeks, some- 
times longer, may be required for the ulcer crater 
to disappear. 


The use of alkalies seems to be one of the most 
logical measures in the control of peptic ulcer. 
I wonder, therefore, if we are giving our patients 
the utmost in prophylactic treatment if we do not 
insist that they take antacids regularly through- 
out the year, even during remission. I prefer to 
see these patients take a nonabsorbable alkali 
about one and one-half hours before and after 
meals and at bedtime during periods of remis- 
sion. Too often I have seen. patients who were 
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taking their alkalies immediately after meals or 
immediately before meals, thus losing most of 
the beneficial effects. 


Antispasmodics 


The second group of drugs consists of the 
antispasmodics. Most of these drugs in proper 
dosage possess an incidental but less potent effect 
in reducing secretion of hydrochloric acid. In 
this group are the belladonnalike drugs and 
the anticholinergic drugs. The former drugs act 
chiefly on the parasympathetic nerve endings or 
effector site. Drugs of the latter group suppress 
the parasympathetic ganglia as well as the effector 
site by interference with the cholinergic trans- 
mission of nerve impulses.* The anticholinergic 
drugs suppress both motor and secretory func- 
tion, the latter less consistently and less potently 
than the former.’ In larger dosage these drugs 
may have a sympathetic blocking action and a 
curarelike effect. The apparent advantage of the 
anticholinergic over the belladonnalike drugs is 
that in effective dosage they cause less disturbing 
side effects such as dryness of the mouth and 
blurred vision. That the former reduce both 
volume of gastric secretion and concentration of 
gastric hydrochloric acid seems fairly well estab- 
lished.?**""° 


Initial reports on the use of anticholinergic 
drugs were so enthusiastic that the possibility of 
their replacing conventional methods of medical 
therapy was considered.* Subsequent experience 
has demonstrated that although such drugs are 
helpful idjuncts, their use should in no wise 
obviate tne need for other forms of treatment.®"* 
It is sometimes stated that these agents produce 
an effect of “medical vagotomy.” However, un- 
like vagotomy, they have little effect on the 
cephalic phase of gastric secretion.”® Their anti- 
secretory effect may last from 30 minutes to 
several hours. There is no evidence for a cumu- 
lative action or tolerance with prolonged use. 
Their effect is to slow down gastric evacuation 
and to cause persistalsis to cease for a variable 
time. Propulsive and segmental activity of the 
small bowel is usually abolished.*® 


Some of the anticholinergic drugs currently in 
use are methantheline (banthine), diphenmethanil 
methyl sulfate (prantal), oxyphenonium bromide 
(antrenyl), and propantheline (pro-banthine) 
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bromide. A number of similar compounds are 
under investigation in various centers. 

Among the contraindications for the use of 
anticholinergic drugs are glaucoma, cardiospasm, 
organic pyloric obstruction, free perforation of 
an ulcer and obstructive disease of the prostate ; 
also they should not be used just prior to or 
after gastric surgical procedures and just before 
roentgenographic study of the gastrointestinal 
tract.® 


Sedatives 


The third group of drugs is made up of the 
sedatives. They may be used either for their 
sedative or for their soporific effect. The latter 
effect may be especially helpful for the restless, 
nervous person prone to insomnia who is having 
nocturnal pain due to the ulcer. Perhaps their 
greatest usefulness is among patients hospitalized 
for ulcer therapy, who, of course, represent the 
more troublesome ulcers. The choice of bar- 
biturate or other sedative to use and the dosage 
to be given vary somewhat with the preference 
of the physician and the patient. As we all know, 
sedatives and soporifies may be depressing 
mentally to some patients, which may negate some 
of their good effects. It seems best to give as 
small doses as possible for effect. 


Miscellaneous Drugs 


We might designate as miscellaneous the fourth 
group of drugs used for patients with peptic 
ulcer. While in some ways they are not thought 
of as drugs, the multivitamine supplements might 
be included here. These are indicated for all 
patients during periods of strict dietary therapy 
and may be desirable for certain other patients 
on ambulatory treatment. As a rule, the opiates 
are not indicated in the therapy of peptic ulcer 
but may rarely be required temporarily for pain 
caused by acute or subacute perforating ulcers 
unresponsive to other measures. This type of 
ulcer usually requires surgical intervention. As- 
pirin and related pain relievers are illogical agents 
for the pain of duodenal ulcer but may be re- 
quired for pain due to associated conditions. Be- 
cause of its irritating effect, aspirin should be 
taken with milk or with sodium bicarbonate and 
liberal amounts of water. 

As stated at the outset, while various drugs are 


(Continued on Page 848) 
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HOME, SAFE HOME 


A. B. ROSENFIELD, M.D., M.P.H., and WILLIAM ALLEN, M.P.H. 
Minneapolis, Minnesota 

EMERSON W. STOREY, B.S., M.S. 

Saint Paul, Minnesota 


NE out of every fifty-two deaths in Min- 
nesota last year was caused by a home ac- 
cident. Deaths from accidents taking place in 
the home or yard occurred at a rate of one 
every fifteen hours—eleven every week of the 


TABLE I. HOME ACCIDENT DEATHS BY CAUSE AND SPECIFIC 


six deaths; poisonings thirty-eight deaths ; me- 
chanical suffocation thirty-five deaths; and 
firearms, twenty-eight deaths. Twenty-two of 
the poisonings resulted from poisonous gases 
or vapors, while sixteen were caused by acci- 


AGE GROUPS 
Minnesota, 1953 




















Type of Accident All 0-4 | 5-14 | 15-24 | 25-44 | 45-64) 65 & 

Ages | Yrs. | Yrs. | Yrs Yrs. | Yrs. | Over 

Home Total 568 107 35 11 29 58 28 
Poisonings (gas excepted) 16 6 — — 4 2 4 
Poisonings by gases and vapors ; 22 — 4 1 8 5 4 
Fire, explosion of combustible material 87 20 8 — 12 12 35 
Hot substance, corrosive liquid, steam 9 : 8 oe Se — _ 1 
Mechanical suffocation 35 30 — | 1 1 3 
Firearms 28 3 10 | 7 1 4 3 
Falls on same level 153 — —_|-— — 8 145 
Falls to different level or unspecified 156 9 1 | 1 1 21 123 
Other specified home accidents 62 31 | 12 1 3 5 10 


























TABLE II. ACCIDENTAL DEATH SUMMARY 
Minnesota, 1953 and 1952 























Type | 1953 1952 Change + or — 
Occupational 156 157 0 
ome 568 591 —- 4% 
Motor vehicle 668 575 +19% 
Public 357 317 +13% 
Late effects 25 18 + 4% 
Total | 1774 1658 + 7% 











year. While home accidents claimed the lives 
of more than 300 people sixty-five years of 
age or older, these mishaps also took the lives 
of 107 children under five years of age. In the 
age group five to fourteen years, home acci- 
dents were responsible for thirty-five deaths; 
in the age group fifteen to twenty-four years, 
eleven deaths; in the age group twenty-five to 
forty-four years, twenty-nine deaths; and in 
the age group forty-five to sixty-four years, 
fifty-eight deaths (Table I). 

Leading cause of home accidents was falls, 
which were responsible for 309 fatalities. Fires, 
explosions and hot substances caused ninety- 


Dr. Rosenfield is chief, Section of Maternal and Child 
Health; Mr. Allen is Health Educator, Section'of Pub- 
lic Health Education; and Mr. Storey is Statistician, 
04 of Vital Statistics, Minnesota Department of 

ealth. 
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dentally swallowing poisonous substances. 
(Fig. 1). 


Accidents of all kinds claimed 1774 lives in 
the state in 1953. Six out of every 100 deaths 
were due to accidents. Motor vehicle accidents 
ranked as the number one cause with 668 fa- 
talities. Home accidents were in second place 
with 568 deaths, responsible for one-third of all 
accidental deaths. Public accidents such as 
drownings were next with 357 deaths, followed 
by occupational deaths with 156. The 1953 
total of 1774 represented a 7 per cent increase 
over the 1952 total of 1658 (Table II). This in- 
crease was largely due to an upturn in the 
number of motor vehicle fatalities, which rose 
from 575 to 668. There was also a 13 per cent 
increase in public accidents. Home accident 
fatalities, however, decreased from 591 to 568. 
Of the home accident fatalities, 288 occurred 
in urban homes and 280 in rural homes. Rural 
non-farm homes were the scene of 203, while 
seventy-seven were rural farm home accidents, 


More home accidents occurred in the month 
of January, when there were seventy such fa- 
talities, than in any other month. Approxi- 
mately 55 per cent of the fatal accidents oc- 
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curred during the colder months of the year, 
October through March, reflecting the greater 
amount of time spent in the home. During the 
summer months of June, July, and August, 
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a seventy-four-year-old Todd county woman 
who had been confined to a chair for many 
years. “The accident could have been prevent- 
ed if someone had been near,” a relative wrote. 
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Fig. 1. Major causes of fatal home accidents by occurrence in Minnesota, 1953. 


there were 30 per cent fewer deaths than oc- 
eurred during January, February, and March. 
In August there were fewer than half as many 
fatal home accidents as occurred in January 


(Fig. 2). 
Falls 


Falls took the lives of almost 300 persons 
forty-five years of age and older, 90 per cent 
of these being sixty-five years or over. Only 
twelve fatal falls were recorded for persons un- 
der forty-four years of age, and nine of these 
deaths occurred among children under four 
years of age. It is evident that falls are a 
particularly serious problem for those in the 


sixth decade and beyond. While falls are fre-_ 


quent in toddlers, they cause few deaths in 
that group. Fatal falls resulted from accidents 
in all rooms of the house and on the stairs. In 
some cases the victim tripped over a carpet or 
fell from a bed or a chair. 

Falling from a chair resulted in the death of 
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The victim apparently lost her balance and 
slipped from the chair. This mishap points up 
the need for constant supervision of the in- 
firm. 

In attempting to saw a limb froma tree over- 
hanging the garage roof, a sixty-eight-year-old 
Minneapolis minister placed a stepladder on 
the flat roof of the garage. As he was sawing 
the limb, he lost his balance. The ladder tipped 
from the roof, carrying him crashing to the 
ground. Death resulted from internal injuries. 
In writing about the accident, the victim’s 
wife stated that if someone had been holding 
the ladder, the accident probably would not 
have occurred. 

A scatter rug at the head of the basement 
stairs contributed to the death of a sixty-three- 
year-old Minneapolis man who stumbled as the 
rug slipped from beneath his feet. He plum- 
meted head first down the stairway. The vic- 
tim was dead on the arrival of the doctor, 
minutes later. 
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To help prevent falls, adequate lighting 
should be provided for stairs, with switches at 
both the head and the foot of the stairway. 
Stair carpeting and scatter rugs should be 
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Fires, Explosions and Burns 
Fires, explosions, and burns caused almost 
100 deaths in the state last year. Twenty- 


eight of these deaths occurred among children 





J 
Month 





Jy 


Fig. 2. Fatal home accidents by month of occurrence in Minnesota, 1953. 


tacked down or non-skid rubber matting 
should be provided. Furniture should be ar- 
ranged so that an open passage is provided 
from room to room. In the bedroom, bedside 
lights and light switches at doors help to pre- 
vent falls. Hand grips and bath mats for 
shower stalls and bathtubs help protect against 
falls in the bathroom. 

Many falls occur when work is being done 
in the house or about the yard. Gardening 
tools and other equipment should be stored 
away when not in use, since implements left 
lying about the yard frequently cause falls. 
Makeshift ladders of boxes or chairs often 
cause falls. When a straight ladder is used it 
must be placed at the proper angle with the 
spreaders fully extended. To help prevent falls 
during the winter months, outside steps and 
walks should be kept free from snow and ice. 
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under five years old, while thirty-six took place 
among persons aged sixty-five and over. Ap- 
proximately one-fourth of these deaths were 
among persons twenty-five to sixty-four years 
old. 

The danger of an elderly person burning 
grass was illustrated by an accident that oc- 
curred in Isanti county in the early spring. An 
eighty-six-year-old man started a fire in a pile 
of grass near his garden. The fire, whipped by 
a strong wind, got away from him. When he 
attempted to stop it, his trousers caught fire. 
Shock and second degree burns caused his 
death in less than twenty-four hours. 

A twenty-eight-year-old dental technician 
was fatally burned in the garage of his Min- 
neapolis home when he used an acetylene torch 
to remove the top of an empty metal drum. 
Flames from the torch ignited fumes from the 
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drum. The resulting explosion caused fatal 
burns. 

Smoking in bed or in the bedroom caused 
several fatal accidents in the state. In a south 


Minneapolis accident, a_ thirty-two-year-old 
woman was burned to death in the early morn- 
ing hours when she was putting up her hair 
while smoking and her bathrobe flashed up in 
flames. The arson squad investigator termed it 
“a careless-smoker fire.” 

While sitting up in bed to light a cigarette, 
a thirty-year-old Minneapolis woman was fa- 
tally burned when a matchbox she was holding 
was ignited as she struck a match. The box 
fell into her lap, and the bedclothes were set 
aflame. 

Faulty equipment played a part in several 
home accident deaths. The failure of the pilot 
light on a gas stove resulted in an explosion 
and fire in a Roseau county home which took 
the life of a seven-year-old boy. Gas leaked 
through the house from the stove, which had 
been turned on accidentally. The explosion was 
evidently caused by a spark or an open flame 
in another part of the house. 

Hot lard from a french fryer spattering over 
an eight-month-old infant girl in Watonwan 
county caused the child’s death when she 
climbed up by means of the table leg and 
pulled down the fryer and its boiling contents. 
The accident would not have occurred if the 
fryer had been placed out of the child’s reach, 
the father of the victim stated. 

The danger of entering a burning house was 
illustrated by a fatal accident in Fillmore coun- 
ty. A sixty-year-old man returned from a trip 
to town to find his farm home burning. He 
dashed into the house to call the fire depart- 
ment, and was unable to get out again. Suf- 
focated by heavy smoke, he was burned be- 
yond recognition. The fire apparently started 
either from the furnace or faulty wiring. 

To prevent fires, chimneys, flue passages, 
and heating equipment should be inspected an- 
nually. All equipment such as heating, light- 
ing, and gas apparatus should be installed by 
experts, since faulty installation often results 
in fires. 

Hot ashes should be deposited in all-metal 
containers. Removing from the house all rags 
smeared with oil, grease, or paint prevents fires 
resulting from spontaneous ignition. Bonfires 
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should never be left untended and burning 
should be done in a close-mesh wire basket. 


To help prevent burns and scalds, babies 
and toddlers should not be allowed in the kit- 
chen, particularly when meals are being pre- 
pared. Containers of boiling water or grease 
should be placed so that they cannot be 
reached by children. All pot and pan handles 
should be turned inward with the handles 
placed so that they do not extend over lighted 
burners. 


Scalding water in the shower or bathtub is 
frequently responsible for serious burns. 
Shower or bath water should be tested with 
the hand or foot to make certain it is not too 
hot. Matches should be stored in metal con- 
tainers out of the reach of children. It is a 
sound safety rule never to smoke in bed. 

When there is a gas leak, all open flames 
as well as the main gas supply must be turned 
off. It is extremely dangerous to use a lighted 
match or candle to locate the leak. Even the 
spark from snapping on an electric light may 
cause an explosion. The leakage should be re- 
ported to the gas company or to a qualified 
plumber immediately. 


Serious burns and electrocution can result 
if electrical appliances are touched when the 
body is wet. Electrical equipment that requires 
lifting or moving should never be used in the 
bathroom. A broken kitchen clock, a worn ex- 
tension cord, and a heavy kitchen stove all 
played roles in a series of events that led to 
the electrocution of a nine-month-old baby 
boy in Stearns county. An older child in the 
home had broken the kitchen clock. The moth- 
er moved the stove to sweep up the glass from 
the clock. Because she was unable to push the 
stove back into place alone, the baby was able 
to crawl between the stove and the refrigera- 
tor and reach the extension cord which had 
been used to connect the clock. Wet, and with 
his body against metal, the baby bit through 
the extension cord to the live wire and was 
instantly electrocuted. 


How could the accident have been prevent- 
ed? By pulling the extension cord from the 
wall immediately, the mother of the victim 
wrote. She added that the cord was old and 
was made of soft rubber which made it pos- 
sible for the baby to bite through it. Worn 


MINNESOTA MEDICINE 








cord 
pror 


Pe 
twel! 
teen 
agec 

A 
tom 
one- 
Lou 
gara 
foun 
eral 
the 
were 
left 
curr 

A 
nepi 
mon 
ing | 
burn 
seco: 
on t 
smo] 

G 
heat 
caus 
man 
accic 
that 
sory 
heat 

TI 
the ; 
Ass 
mov 
in th 
wide 
close 
mon 
deat 
i a 
runn 

W 
safes 
first, 
turn 
noti 
boili 


Nove 





ing 


DIES 
kit - 
ore- 
‘ase 

be 
dles 
dles 
ited 


b is 
rns. 
vith 

too 
con- 
is a 


mes 
rned 
hted 

the 
may 
e re- 
ified 


esult 
. the 
wires 
1 the 
1 e€Xx- 
e all 
-d to 
baby 
1 the 
noth- 
from 
h the 
, able 
gera- 
| had 
with 
ough 
| was 


‘vent- 
n the 
rictim 
1 and 
- pos- 


Worn 


EDICI NE 








cords and broken electrical fittings should be 
promptly replaced. 


Poisoning 


Poisonings by gases and vapors caused 
twenty-two deaths in the state in 1953. Seven- 
teen of these deaths occurred among persons 
aged twenty-five and older. 

A whistling noise in the engine of his au- 
tomobile led to the death of its owner, a forty- 
one-year-old mining company employe in St. 

ouis county. The man drove his car into the 

garage to find the cause of the noise. He was 
found dead of carbon monoxide poisoning sev- 
eral hours later. The hood of the car was up, 
the engine was running, and the garage doors 
were closed. “If the garage doors had been 
left open, the accident would not have oc- 
curred,” the wife of the victim stated. 

A thirty-nine-year-old businessman in Hen- 
nepin county was asphyxiated by carbon 
monoxide from smoke when the wood panel- 
ing in his home became ignited by a charcoal 
burner attached to the fireplace. Asleep in a 
second floor bedroom when the fire broke out 
on the first floor, the victim was trapped by 
smoke and flames. 

Carbon monoxide gas from an unvented gas 
heater used to heat a small unventilated cabin 
caused the death of a twenty-six-year-old sales- 
man in Becker county. In commenting on the 
accident a Becker county official recommended 
that a state law be passed to make it compul- 
sory to “outside vent” all open gas-burning 
heating units. 

The engine of a car should never be run in 
the garage unless doors or windows are open. 
As soon as the engine starts, the car should be 
moved into open air. If the engine must be run 
in the garage, all doors and windows should be 
wide open. A car with its motor running in a 
closed garage can create enough lethal carbon 
monoxide in approximately 4 minutes to cause 
death. Carbon monoxide can also be built up 
ii a stalled or parked car while the motor is 
running. 

When lighting a gas stove or heater, the 
safest method is always to strike the match 
first, then turn the gas on. When the gas is 
turned on first, it will continue to escape un- 
noticed if it is not lighted immediately. Water 
boiling on a gas stove should be watched so 
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that it does not boil over and put out the flame. 
All rooms heated by gas heaters should be 
well-ventilated. 

Accidentally swallowing poison resulted in 
sixteen deaths in the state last year. Six of 
these deaths were among children under four 
years of age and the same number occurred 
among persons over forty-five. 

A sixty-six-year-old Saint Paul airlines em- 
ploye went to the medicine cabinet one eve- 
ning to take castor oil. To disguise the taste he 
mixed the castor oil with orange and lemon 
juice. About twenty minutes after he had 
swallowed the mixture, he went into a deep 
snoring sleep, which proved to be a coma. Ex- 
amination of the bottle containing the liquid 
revealed that he had taken mosquito repellent 
by mistake. Five days later the victim died in 
a St. Paul hospital. 

The victim’s daughter said that the bottle 
of castor oil and mosquito repellent were of 
exactly the same size and shape. She added 
that the mosquito repellent was not labelled 
poison, nor were the contents or an antidote 
stated. She suggested that in order to prevent 
such accidents, poisons should be clearly la- 
belled as poisonous, the ingredients should be 
clearly printed, and the antidote should be in- 
cluded on the label. 

In Renville county a one-year-old child 
drank a bottle of cleaning fluid when the moth- 
er, who was using the fluid to remove spots, 
turned her attention to other duties for a few 
moments. The child died of benzine poisoning 
48 hours later. 

To protect against taking poison accidental- 
ly, medicine should never be taken in the dark. 
3efore medicine is taken the label should be 
read twice. Poisons should be clearly marked 
and kept in a locked cabinet. Tape placed over 
the covers of bottles containing poison serves 
as a reminder of the contents. A list of anti- 
dotes should be posted near the medicine cab- 
inet for use in case of emergency. If poison- 
ing does take place, the proper antidote should 
be given and the doctor called at once. 


Firearms 


Accidents involving firearms caused twenty- 
eight deaths in the state last year. Thirteen of 
these deaths occurred among children under 
fifteen years old, eight were among persons 
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fifteen to forty-four, and the remaining seven 
fatalities among persons over forty-five. 


The danger of having firearms nearby when 
drinking is being done was illustrated by an 
accident in St. Louis county. A young man 
drinking in his home with his friends picked up 
a loaded gun and jokingly said, “Let’s play 
Russian roulette.” He placed the gun against 
his head, pulled the trigger, and was instantly 
killed. 

In a Beltrami county home, a two-year-old 
boy and one of his friends were playing in the 
utility room. The mother of the two-year-old 
was doing her housework in another part of 
the house. “It was so quiet I didn’t hear them 
or know they were in there until I heard the 
shot,” the mother wrote in describing what 
occurred. Her child died ten minutes after he 
was struck in the head by the blast from a shot 
gun. “I don’t think anyone knew there were 
shells in the gun . . . My husband and older 
son have been so careful with guns,” the moth- 
er added. 

Playing with a playmate at home, a ten- 
year-old in Carlton county was struck in the 
chest by a shell. The playmate was showing 
the youth how to operate the gun. During the 
demonstration, the gun went off. Death oc- 
curred almost instantly. “Teaching by the par- 
ents on the proper handling of firearms would 
have prevented the accident,” a county official 
said. 

A two-day vacation at a lake cottage in Ot- 
ter Tail county ended in tragedy. Two boys 
had been spending their time at the cottage, 
fishing, swimming, and sharpening up their 
shooting eyes by firing at targets. They had 
just come into the cottage after target prac- 
tice. One of the boys placed the gun on the 
table. It accidentally discharged and the bullet 
struck his friend in the heart, killing him al- 
most instantly. Faulty equipment played a part 
in this accident. The boys had been using a 
.22 caliber rifle which had been converted into 
a pistol. It was found to have a defective 
firing pin. 

Among the main causes of firearm accidents 
are failure to unload guns, cleaning them im- 
properly, dropping them or knocking them off 
a support, exhibiting them, or leaving them 
where children can find them. A gun should 
never be pointed at a person under any cir- 
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cumstances. Guns and ammunition should be 
kept in separate places and under lock and 
key. 


Mechanical Suffocation 


Mechanical suffocation in bed or cradle was 
listed as the cause of death of thirty children 
under the age of one in the state last year. 
Four deaths from suffocation occurred among 
persons more than forty-five years old and one 
was twenty-four years old. The following case 
histories are typical. 

In a Goodhue county home a two-month- 
old child was found dead in his baby buggy. 
The child was lying on his stomach with his 
face in the pillow. — 

A sixteen-day-old infant who was put to bed 
at 11:00 p.m. in a Hennepin county home was 
found dead at seven the next morning. Cause 
of death was asphyxia. The child was ap- 
parently in excellent health when put to bed. 

In a Dakota county home a fourteen-day-old 
baby was placed in his crib for his afternoon 
nap. His two-year-old brother came into the 
room to get toys from a toy box beside the 
crib and accidentally pushed the blanket which 
was on the toy box into the crib and over the 
baby’s face. The infant was found dead a short 
time later. 

Many so-called cases of suffocation by bed 
clothes are actually the result of an acute 
respiratory infection, frequently virus in ori- 
gin. While some of these deaths may be due 
to suffocation, many are due to unrecognized 
disease. Physicians and coroners should seek 
the actual cause of death by an adequate 
autopsy. Under such circumstances parents, 
too, should insist on an autopsy. Only by this 
means will it be possible to avoid that unfor- 
tunate “guilt complex” that parents may de- 
velop in the belief that carelessness was re- 
sponsible for the death of their baby. 


Farm Accidents 


There were 280 rural home fatalities. Of all 
rural fatalities, 73 per cent (203) were non- 
farm and 27 per cent (seventy-seven) were 
farm accidents. Falls caused seventeen farm 
deaths; firearms accounted for fourteen; fire 
and explosion caused thirteen, farm machinery 
caused ten (Table IIT). 
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TABLE III. FARM HOME ACCIDENT FATALITIES 
Minnesota, 1953 














Type No. | Per Cent 
Falls 17 22.1 
Firearms 14 18.2 
Fire and explosion 13 16.8 
Machinery 10 13.0 
Drowning 7 9.1 
Poisoning (solid, liquid, gas) 4 5.2 
Mechanical suffocation 3 3.9 
Other 9 11.7 
Total 77 100.0 











There were 106 drownings in 1953, an in- 
crease of 18 per cent over the ninety drown- 
ings in 1952. While most drownings were pub- 
lic accidents on lakes and rivers (ninety-two), 
an additional fourteen were home drownings. 
Of these, six occurred in or around non-farm 
homes and included two infants under one 
year of age who drowned in their baths when 
their mothers left the room for a few minutes. 
This emphasizes the danger of leaving young 
children alone in the bathtub. Eight were rural 
farm home drownings, all children under the 
age of fifteen years. Four were one year of 
age. Of these, three drowned in open stock 
watering tanks or troughs and one drowned 
in an unfenced lily pool in the farm yard. A 
nine-year-old boy fell off a raft on a pond in 
the pasture, an eleven-year-old boy drowned 
while wading in a field flooded by the Minne- 
sota River, and two brothers, aged respective- 
ly thirteen and fourteen, drowned in a gravel 
pit. None could swim. 

All non-occupational farm machinery fatali- 
ties occurred in children. Eight of the ten ma- 
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chinery accidents were in children between 
two and five years of age, one was aged ten 
and one 11. Six of the fatalities involved trac- 
tors, indicating the danger of permitting chil- 
dren to drive or ride on tractors. 


Summary and Conclusions 


Home accidents were responsible for one- 
third of all accidental deaths in Minnesota in 
1953. This is just 5 per cent less than the num- 
ber caused by motor vehicle accidents and is 
a slight decrease from 1952. Falls were respon- 
sible for more than one-half of all home fa- 
talities, with more than 85 per cent of such 
falls occurring among people sixty-five years 
and older and only 3 per cent in children un- 
der fifteen years. Seventeen per cent of home 
accident deaths were caused by burns, more 
than one-third of the victims being under age 
fifteen and a similar number sixty-five years 
and older. Poisoning was in third place, caus- 
ing thirty-eight deaths. It was followed by 
mechanical suffocation, firearms, drowning, 
and farm machinery. Home faialities occurred 
mostly in older people, only 25 per cent of the 
deaths occurring in children under fifteen. 

A study of home accident fatalities indi- 
cates that most accidents are due to careless- 
ness, thoughtlessness, ignorance, impatience, 
haste, and failure to use common sense. Elimi- 
nation of all hazards in and around the home 
and a well-developed safety consciousness are 
essential in reducing the toll of preventable 
home accidents. 





INCREASE 


Nearly 400,000 nurses—an increase of 16,000 since 
1950—are now working in the United States, according 
to new figures announced by Surgeon General Leonard 
A. Scheele of the Public Health Service, U. S. Depart- 
ment of Health, Education, and Welfare. Estimates based 
on the latest available figures from the forty-eight states 
and District of Columbia show a total of 389,600 pro- 
fessional nurses in active practice in the Nation. How- 
ever, the demand for nursing services is so great, Dr. 
Scheele said, that the present recruitment goal for the 
Nation as a whole is 55,000 student nurses a year. 

The number of hospital nurses, the largest single group, 
has increased by 15 per cent in the last four years to a 
total of 231,000. Private duty nurses, the next largest 
co, who are also at the bedside, number 74,000. The 

35,200 nurses working in doctors’ ‘offices ; 25,300 public 
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health nurses, 14,000 industrial nurses, and the 8200 
nurse educators in schools of nursing make up the re- 
mainder of the total, along with 1,900 nurses in a variety 
of other fields. 

The ratio of all nursing personnel, including student 
nurses in general hospitals, has risen from 69 per 100 
patients to 74 per 100 patients since 1950—making it the 
highest in history. 

“The steady rise in the nurse supply of the nation is 
significant to the total health picture,” Dr. Scheele point- 
ed out, “because nurses play such a vital part in all 
phases of our national health. For that very reason the 
nursing profession today offers a wide variety of excel- 
lent opportunities in the field of public health, in hospitals, 
schools, industry, doctors’ offices, and, of, course, in our 
schools of nursing.’ jay 
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INJURIES TO THE DIAPHRAGM 


D. E. STEWART, M.D. 


Crookston, Minnesota 


5 een diagnosis and treatment of diaphragmatic 
hernia has received more consideration in re- 
cent years because more frequent recognition 
has changed its status from that of a rare con- 
dition to one that is not infrequently encountered. 
This subject is of interest to the clinician and 
the radiologist, because the diagnosis is of first 
importance, the symptoms are often complex, and 
the differential diagnosis often difficult. The sub- 
ject is of primary concern to the surgeon since 
operative intervention with restoration of the nor- 
mal anatomic relations is the only method that 
' promises relief of symptoms to the patient.” 

With the increasing number of automobile ac- 
cidents, traumatic hernia and rupture of the dia- 
phragm are becoming more frequent, but are 
often overlooked. Many cases of acute obstruc- 
tion are recorded that are found to be due to 
diaphragmatic hernia or rupture of the diaphragm 
from an injury which occurred years before the 
acute episode of obstruction.**® 

Rupture of the diapragm should be consid- 
ered in the differential diagnosis of every severe 
compression of the chest or abdomen regardless 
of whether or not the chest wall is intact.’*" 
This is particularly true if a deformity of the left 
diaphragm is noted on the chest x-ray or if there 
is an unexplained density in the left base, par- 
tially obscuring the diaphragm without other evi- 
dence of pulmonary infection.’’. After any crush- 
ing injury of the diaphragm, it is essential to be 
sure of the integrity of the diaphragm before 
discharge of the patient.?° 


Embryology 


The formation of the diaphragm must be con- 
sidered to understand the usual locations of these 
hernias and ruptures. The anterior, lateral, and 
central parts (forming the greater portion of 
the adult diaphragm) are formed from the trans- 
verse septum and the fused ventral mesentery. 
The remaining, posterolateral portion is formed 
by the fusion of the dorsal mesentery and the 
mesoderm derived from the receding Wolffian 





Presented at the annual meeting of the Great Northern 
Railway Surgeon’s Association, Great Falls, Montana, 
June 29, 1954. 
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body and the pleuroperitoneal membrane derived 
from the pulmonary ridge. The mesodermal cells 
from the Wolffian body form the right and left 
crura of the diaphragm. The pleuroperitoneal 
membrane grows ventrally and, by fusion with 
the transverse septum, closes the remaining open- 
ing which may be designated as the “pleuroperito- 
neal hiatus,” between the peritoneal celom and 
the pleural ceiom. This completes the formation 
of the posterolateral portion of the diaphragm.” 
Hernias are prone to occur through these points 
of fusion or locations of normal openings. Har- 
rington believes that classifications based on eti- 
ology, pathological anatomy, presence or ab- 
sence of sac, et cetera, are of little value. He 
suggests classification in two main groups—trau- 
matic and non-traumatic." 


Etiology 


1. Indirect Injury'*:?* 

(a) This may be due to a tearing or bursting 
force causing a greatly increased intra-abdominal 
pressure. Jack-knifing of the body is an example. 

(b) A sufficient lateral pressure on the chest 
and abdomen will distort the normal ovoid shape 
of the diaphragm and may produce a laceration. 

2. Direct Injury 

(a) Knife and gunshot wounds. 

3. Inflammatory Necrosis 

(a) Sub-diaphragmatic abscess or 
from drainage tubes in empyema. 


necrosis 


Location 


Traumatic rupture of the diaphragm is the 
second most common type of diaphragmatic defect 
in adults, the most common being the esophageal 
hiatus hernia. 

In a later compilation, Harrington’* found 
seventy-one traumatic hernias in a total of 559 
cases. Sixty-nine of these were on the left side 
and only two on the right side. Hedblom* has 
stated that 95 per cent of traumatic diaphrag- 
matic hernias occur on the left side. Strode” 
found only five cases of right side herniation in 
a comprehensive review of the literature. 

The most common sites of traumatic rupture 
are the dome or the posterior half of the left 
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TABLE I. ETIOLOGY AND LOCATION OF HERNIA IN 
430 casEs!® 
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TABLE II. LOCATION IN 91 CASES OF CONGENITAL 





























SITE OF OPENING CASES CAUSE 
Esophageal hiatus. 308 Congenital defect.17 
(History of trauma} 
Short esophagus type. 35 Congenital defect.12 
Hiatus, pleuroperitoneal. 9 Congenital defect. 
(Foramen of Bochdalek) 
Absence of posterior 12 Congenital defect. 
fourth of left diaphragm. 
Foramen of Morgagni. 8 
(Subcosto-sternal ) Right side..... 6 
eee 1 
Left diaphragm. 57. Trauma. 
Inderect ...... 44 
OO — eer 7 
Inflammatory... 6 
Right diaphragm. 1 Trauma. 
(Direct). 
430 





diaphragm.*® It may be localized in the per- 
iphery of the diaphragm or may extend com- 
pletely across the diaphragm into the esopha- 
geal hiatus.*? 


Signs and Symptoms 


The increase in the incidence of rupture of 
the diaphragm may be apparent rather than 
real, and it has been said, that there is a di- 
rect proportion between the incidence of the 
condition and the frequency with which it is 
included in the differential diagnosis of any 
case of severe injury. Many cases are not 
diagnosed until years after the initial injury 
and then only at operation or autopsy. Carter* 
collected thirty-four traumatic cases of stran- 
gulated hernia of which fourteen were cor- 
rectly diagnosed. The interval between the in- 
jury and the attack varied from one day to six- 
teen years. The interval was less than three 
years in 85 per cent of these cases. 


1. Immediate®**—any or all may be pres- 
ent: shock, pain in upper abdomen, radiating 
to the shoulder, dyspnea, cyanosis, diminished 
chest expansion, impairment of resonance, ad- 
ventitious chest sounds, cardiac displacement, 
asymmetry of hypochondria (due to displace- 
ment of abdominal viscera into the thorax), 
and changes in the percussion and auscultation 
findings, suggestive of pneumothorax. 


2. Interval phase: Symptoms may be vague 
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and suggest gall bladder disease, coronary dis- 
ease, peptic ulcer, or incomplete intestinal ob- 
struction. May have pleurisy with or without 
effusion. 


3. Phase of obstruction or strangulation: 
Symptoms depend on the organ or organs dis- 
placed and the degree of strangulation or ob- 
struction. Incarceration may produce gaseous 
distension, eructation, obstipation, dyspnea, et 
cetera. The symptoms are not proportional to 
the degree of injury, but rather to the altered 
physiology of bowel obstruction, vascular en- 
gorgement, pulmonary ventilation or cardiac 
distress. Borborygmus over the thorax is 
pathognomonic. 


X-Ray Diagnosis 


The diagnosis was very difficult prior to the 
advent of x-rays. Bowditch (cited by Carter)® 
collected eighty-eight cases in the literature to 
that time and presented a personal case. His 
own, and one other case, were the only cases 
diagnosed prior to autopsy. 

X-rays of the chest should be the starting 
point in the investigation. Lateral and postero- 
anterior chest x-rays may make the diagnosis, 
although it may be necessary to do a gastro- 
intestinal series and/or colon x-rays. The x- 
rays may show what is erroneously interpreted 
as a pneumothorax. 


X-Ray Findings 

1. Simulation by the herniated viscus of 
high diaphragm. (This finding with a history 
of trauma should be considered as a possible 
diaphragmatic hernia until proven otherwise.) 

2. Cardiac shift to the right—almost al- 
ways present and noteworthy. (Not apt to be 
present with high diaphragm except with large 
amounts of fluid or viscera in the thorax.) 

3. Air bubble above normal level. 

4. Evidence of fluid in the thorax. 








Treatment 


Traumatic diaphragmatic hernias demand 
immediate attention if there is any evidence of 
injury to the abdominal or thoracic organs. Un- 
less the repair is done soon after the injury, 
any abdominal organs forced into the thorax 
may become adherent to the raw edges of the 
torn diaphragm. Also, if the organs remain in 
the thorax for a time, they lose their right of 
domain in the abdomen. They become dilated 
due to mechanical interference with normal 
function and the abdominal cavity shrinks in 
their absence. The subsequent increase in in- 
tra-abdominal pressure after repair favors a 
recurrence of the hernia.’ 

The majority of surgeons have a preference 
for the thoracic route of repair in the uncom- 
plicated adult case. A notable exception is 
Harrington.** He prefers the abdominal route 
in the left sided repair and reserves the thora- 
cotomy route for the right side. In a report on 
sixty-seven cases of traumatic hernia, he con- 
firms this (Table III). 

In many early cases, evidence of an injury 
to abdominal organs may require immediate 
surgery. In these cases an abdominal approach 
may be best. If no injury is present, or if not 
too severe, the diaphragm may be repaired at 
the same time. Otherwise the diaphragm may 
be sutured through a standard thoracotomy 
incision at a later date. 

If there is no real prospect of injury to the 
abdominal organs, most writers seem to prefer 
a standard thoracotomy approach, quite often 
through the eighth interspace or the bed of the 
eighth rib. 

Treatment of primary shock is, of course, 
mandatory prior to surgery. The patient is 
given whole blood, plasma, or other parenteral 
fluids as required to correct his fluid balance. 
High oxygen concentration is supplied by the 
means at hand. It is advisable to have gastric 
suction in place and functioning. Sedatives are 
used sparingly, if at all. Antibiotics are given 
prophylactically at the discretion of the sur- 
geon. Penicillin and Streptomycin are probably 
as satisfactory as other combinations. 

Anesthesia is best given with the aid of a 
positive pressure machine and an inflatable 
cuff endotracheal tube. The type of agent is 
not as important as the familiarity of the an- 
esthetist with the agent in use. It is important 
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that the anesthetic allows a high oxygen con- 
centration. 
TABLE III. PLATE—SIXTY-SEVEN CASES" 





re re 7 
2. Injury 
TE ikcic ddecuadacesurenec ce eae eateees 6 


(Gunshot wounds—5) 
(stab wounds—1) 
De EN Gust che adbeneasieaneeeeumees 54 
(Auto accidents—42) 
(Crushing injuries, falls, etc—12) 


67 
Location. 
Left side 65 
Right side z 
Sex. 
Male . 55 
Female 12 
Repair. 
Abdominal 64 
Thorax 2 
Combined 1 
Abdominal Viscera involved: 
Stomach 66 
Colon 59 
Small Bowel 38 
Spleen 30 
Liver : 20 
Kidney 2 


Operative deaths. 5 (7.4%) 
Pre-operative rupture 


of stomach 1 
Intestinal obstruction 1 
Pneumonia 3 


Recovered without recurrence: 62(92.6%) 





Technique 

Most surgeons do a single or double layer 
closure of the defect with interrupted, non- 
absorbable suture. When indicated, many sur- 
geons reinforce the repair with strips of fascia 
lata. A temporary paralysis of the diaphragm 
is almost universal procedure. This is best 
done at the level of the diaphragm to cut down 
the incidence of permanent paralysis that oc- 
curs in a fair percentage of cases when done 
at a higher level. In a few cases where the 
condition of the patient precludes immediate 
surgery, it may be advisable to do a phrenic 
crush in the supraclavicular area to aid in re- 
laxing the muscle to prevent spasm and pro- 
duce relaxation. 

There are various methods of getting addi- 
tional tissue for closure of the defect where 
there has been extensive loss of substance of 
the diaphragm: 
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1. The diameter of the thorax may be nar- 
rowed by resecting a few inches of the 8th, 
9th and 10th ribs at the angles. 

2. Strips of fascia lata may be interwoven 
and then stabilized with interrupted sutures of 
cotton or silk.?® 

3. A large defect may be closed by turning 
down a flap of parietal pleura. 

4. The diaphragm may be attached to the 
chest wall at a higher level. 

5. Some cases with foramen of Bochdalek 
hernia present a problem in repair because of 
lack of peripheral diaphragm for attachment of 
the central portion of the diaphragm. It is pos- 
sible to place a series of mattress sutures of silk 
or cotton through the edge of the defect and 
then bring them out through the chest wall 
and tie them over rubber tubing. If the edge 
of the diaphragm and the parietal pleura are 
scarified, the two edges will usually heal satis- 
factorily.® 

The thorax is closed by usual methods un- 
less there is extensive damage to the chest 
wall, in which case the closure is fashioned by 
whatever means available. It is advisable to 
have closed suction drainage. This is easily 
done by means of two or more catheters con- 
nected to a modified Carlson suction with a 
Stedman pump as a source of power. The nega- 
tive pressure is regulated to 14-18 cm. of wa- 
ter by means of a water seal. 


Postoperative Management 


1. Patient is placed in oxygen tent with 
oxygen administered at a rate of 16 liters per 
minute. 

2. Gastric suction is continued until the 
patient is expelling flatus (usually by the 
third day.) 

3. Parenteral fluids are supplied as required. 

4. X-rays of the chest are taken at the com- 
pletion of surgery and then as required. 

5. Negative pressure is maintained on the 
chest catheters until the lung is completely 
expanded and the catheter drainage is less 
than 50 cc. in twenty-four hours. 

6. The patient is compelled to co-operate 
in coughing to keep the tracheo-bronchial tree 
clear of secretions. Aspirations and bronchos- 
copy are resorted to as necessary. 

7. Antibiotics are given for the first five 
days and then as necessary. 
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Complications 


These may be as varied as the extent of the 
chest injury and the injuries to the other or- 
gans. A few may be worthy of note: 


1. Pnewmothorax—usually controlled by a 
properly functioning set of catheters connected to 
an adequate suction apparatus. 


2. Ileus—controlled by a properly functioning 
gastric suction apparatus. 


3. Hemorrhage—properly done surgery with 
attention to good hemostasis will usually eliminate 
this difficulty. If it occurs it must be dealt with 
immediately and under proper conditions, i.e., in 
the operating room. 


4. Pleural effusion and empyema—ordinarily 
the chest drainage and antibiotics will prevent 
these complications. If they occur, they will re- 
quire the same treatment as if the diaphragm had 
not been the etiological factor. 


5. Pneumonitis and atelectasis—proper tra- 
cheo-bronchial toilet and antibiotics will usually 
prevent these complications. Bronchoscopy may 
be required in a patient who will not or cannot 
cough up the secretions as they occur. 


6. Incisional hernia—repair under proper con- 
ditions. 


7. Evisceration—this is a surgical emergency 
and is thus treated. 


8. Recurrence—the procedure is repeated un- 
der the most favorable conditions possible. 


Case Reports 


Case 1.—A forty-nine-year-old white man was sawing 
wood at about 3:00 p.m. on November 26, 1952. He was 
using a circular saw attached to the rear axle of his 
truck. The saw flew off the axle and cut the patient on 
the anterior surface of his chest and abdomen. The 
local physician closed the large sucking wound of the 
chest, using a very adequate pressure dressing, and 
gave the patient a whole blood transfusion while ar- 
ranging for transportation over the 75-mile distance to a 
local hospital. 

The patient received continuous oxygen therapy by 
means of a mask during his transfer. 

The patient was admitted to the hospital in compara- 
tively good condition at 5:00 p.m. the same day. Blood 
pressure was 140/90 with a pulse of 90. There was a 
laceration on the anterior surface of the body extend- 
ing from a point 3 inches below the xiphoid process of 
the sternum diagonally upward to a point in the an- 
terior axillary line of the axilla. Multiple puncture 
wounds extended out over the shoulder and upper hu- 
merus. This represented the course of the saw as it 
passed over the patient. There were four divided ribs. 
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The lung, heart and omentum were clearly visible 
through the laceration. There were multiple lacerations 
of the right hand and thumb. 


Repair was begun at 5:30 p.m. with Baird’s Solution 
(penthothal and curare) plus oxygen through an in- 
flatable cuff endotracheal tube and a positive pressure 
gas machine. The wound was thoroughly debrided. 


A 3-inch laceration in the diaphragm at the anterior 
chest wall attachment was repaired with interrupted 0 
chromic catgut after an inspection of the upper abdomen 
showed no evidence of injury to the upper abdominal or- 
gans. The stomach was filled with gas. Fragmented por- 
tions of the fractured ribs were removed, preserving the 
periosteum. Lacerations of the upper left rectus and 
chest wall muscles were repaired with catgut. The skin 
was closed with silk. The remaining lacerations were re- 
paired by the orthopedic surgeon while the chest wound 
was being closed. A number 22 Robinson catheter was 
placed in the chest through the eighth interspace and 
connected to a suction machine with 14 cm. of water 
suction. The patient received 2 units of plasma and 1000 
cc. of whole blood during the procedure which was 
completed at 7:00 pm. A _ post-operative chest film 
showed complete expansion of the lung. The catheter 
was removed on the third post-operative day. The pa- 
tient received 300,000 units of penicillin, each 3 hours 
for five days and then 300,000 units of Duracillin for 
3 days. The sutures were removed on the eighth post- 
operative day and he was discharged from the hospital 
on December 5, his ninth postoperative day. 

This patient was last seen on March 25, 1953 when 
he had no symptoms referable te his injury. There was 
complete expansion of the lung with normal movement 
of the diaphragm. The patient has since moved to II- 
linois and on June 1, 1954 was working and asympto- 
matic. 


Case 2.—Patient, aged fifteen, was injured in a car that 
overturned early in the evening of June 12, 1953. The 
patient was taken to a hospital in a nearby town and 
then transferred to a local hospital (a distance of 40 
miles) when it was evident that he had a chest injury. 
He arrived at 11:50 p.m., blood pressure was 150/0 with 
a pulse of 150. Respirations were approximately 50 
and the patient was cyanotic. 

Physical examinations revealed a previously sutured 
laceration of the forehead. Breath sounds were absent 
on the left side. X-rays revealed a high diaphragm on 
the left side and a fluid level in an air containing sac 
beneath it. Abdominal examination was essentially nor- 
mal. There was a wide separation and fracture through 
the left sacroiliac joint and ilium together with a frac- 
ture of both superior and inferior rami of the left pubic 
bone. 

He received 500 cc. of whole blood, plus continuous 
oxygen by mask. A partial atelectasis of the left lung 
had become nearly complete by 11:00 a.m. June 13. A 
thoracotomy tube failed to drain any of the fluid from 
the chest and a nasal suction tube was inserted. This 
aspirated a large amount of fluid and a diagnosis of rup- 
tured diaphragm with herniation of the stomach was 
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made. Blood pressure was 150/70 at this time. Respira 
tory rate was 40. 

Thoracotomy was begun at 12:40 p.m. on June 13, 
twelve hours after admission. The anesthetic agent was 
Baird’s pentothal-curare solution with positive pressure 
0, through an inflatable cuff endotracheal tube and a 
positive pressure gas machine. 

The chest was opened through the left seventh inter- 
space with the patient in the lateral position. The entire 
stomach and most of the omentum were in the left 
chest. There was an 8-inch tear in the diaphragm, ex-, 
tending from the mid-clavicular line anteriorly, to the 
left crus of the diaphragm and extending into the tri- 
angular ligament of the liver. The phrenic nerve was 
intact but had been stripped free of the diaphragm, the 
torn edges being separated by a distance of some 3 
inches. This stretch had caused a paralysis of the di- 
aphragm. The heart and.lung were intact as were the 
spleen and stomach. : 

The diaphragm was repaired with interrupted 2-0 cot- 
ton. The lung was then expanded and patient’s blood 
pressure and pulse returned to normal almost imme- 
diately. The incision was closed with chromic catgut for 
the muscle and silk for the skin. Two number 20 Robin- 
son catheters were inserted into the chest through the 
ninth interspace and connected to a negative suction ap- 
paratus with a negative pressure of 14 cm. of water. 
The patient received 500 cc. of whole blood during the 
procedure which was completed at 2:00 p.m. Post-opera- 
tive x-ray revealed good expansion of the lung with a 
normal position of the diaphragm. 

The patient received 300,000 units of Duracillin, every 
12 hours for five days. Nasal suction was continued for 
four days with parenteral feedings. He was returned to 
his home town hospital on June 19, his sixth post-opera- 
tive day. At this time his lung was completely expanded 
and he was eating a general diet. 

He was last seen on June 1, 1954 at which time he 
was asymptomatic. His diaphragm showed normal mo- 
tion and the heart and lungs were normal. 


Summary 


A brief review has been made of the sub- 
ject of trauma to the diaphragm. Two cases are 
presented—one due to direct trauma and one 
due to indirect trauma. 
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BCG VACCINATION: TECHNIQUE AND EFFECT ON THE TUBERCULIN TEST 


GEORGE G. STILWELL, M.D. 
Rochester, Minnesota 


S THE INCIDENCE of tuberculosis de- 

creases in the United States, a decreasing 
number of persons who reach young adulthood 
are cutaneously sensitive to tuberculin. In a 
number of Minnesota counties, less than 10 per 
cent of young persons react to tuberculin. This 
low incidence, indicating widespread lack of ex- 
posure to tuberculosis, is of some concern to 
those who must assign student nurses to work 
where they will come into intimate contact with 
patients whose secretions contain living tubercle 
bacilli. The problem also arises in connection 
with laboratory personnel engaged in diagnostic 
or research work in this disease, as well as with 
physicians who care for such patients. 

At the instigation of Dr. C. H. Hodgson and 
his colleagues at the Mayo Clinic, and to provide 
a large number of positive reactors to tuberculin 
among student nurses, a program of vaccination 
with the bacille Calmette Guérin (BCG) was car- 
ried on at the Methodist-Kahler School of Nurs- 
ing, Rochester, Minnesota.* This program was 
not started because of any serious incidence of 
tuberculosis among student nurses in this school ; 
in fact, the occurrence of this disease has been 
minimal at this school during the past two dec- 
ades. This report presents a description of the 
technique of vaccination used and its results with 
respect to immediate changes in sensitivity to tu- 
berculin. 


Technique of BCG Vaccination 


BCG vaccination consists of administration of 
an attenuated strain of tubercle bacilli originally 
derived from the udder of a tuberculous cow. It 
is done in an attempt to produce some degree of 
immunity against subsequent exposure to tuber- 
culosis. The vaccine is usually a liquid, milky 
suspension of living organisms; it is made up in 
various strengths depending on the intended 
method of administration. 

The vaccination may be performed in one of 
several ways. The original method consisted of 
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*This work was done by the author while a member 
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oral administration. This is a simple technique 
but it does not allow accurate determination of 
how much vaccine is absorbed. It also is not sat- 
isfactory for older children and adults, who do 
not absorb material from the alimentary tract as 
readily as do infants. The vaccine may be given 
subcutaneously but this method may cause ab- 
scesses and it is rarely used at present. 

The technique of injecting 0.1 ml. of vaccine 
intradermally has been used: since 1927. This 
method is accurate and fast,; it is used for mass 
immunization in some parts of the world. How- 
ever, draining ulcers occasionally appear at the 
site of injection. 

A multiple-puncture method was described by 
Rosenthal® in 1939. In a later variant of this 
technique, a drop of vaccine was spread over an 
area of skin measuring about 1 by 3 cm. and then 
thirty tangential punctures were made with an 
ordinary needle through this vaccine into the 
skin. Modifications of this technique are exten- 
sively used at present, and gadgets thave been de- 
vised to speed up the procedure. One of these, 
designed by Rosenthal, is a rectangular plate that 
contains thirty-six points; the plate is applied to 
the skin by means of a magnet. The multiple- 
puncture technique employing this plate was the 
method used in the present study. The mate- 
rials and vaccine were supplied through the co-op- 
eration of Dr. Sol R. Rosenthal, director of the 
Institution for Tuberculosis Research, University 
of Illinois College of Medicine. 

The student nurses selected for vaccination had 
had normal thoracic roentgenograms and had 
been completely insensitive to intracutaneous ad- 
ministration of both “single-strength” (0.0001- 
mg.) and second-strength (0.005-mg.) doses of 
purified protein derivative (PPD). The tech- 
nique of vaccination was as follows: The skin of 
the upper and outer portion of the arm was 
washed with acetone. The surface of the magnet 
was washed with alcohol and a sterile plate, con- 
taining the thirty-six points already referred. to, 
was placed so that one end projected beyond the 
surface of the magnet (Fig. 1). Two drops of a 
fresh suspension of vaccine was placed on the 
clean skin from a 20-gauge needle attached to a 
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syringe containing the vaccine. The projecting 
end of the plate was then dipped into the drops 
of vaccine and used to spread it uniformly over 
the area of puncture (Fig. 2a). The plate was 





Fig. 1. 
pointed plate used in the Ro- 
senthal multiple-puncture meth- 
od of BCG vaccination. 


Magnet and multi- 


then centered on the surface of the magnet and 
enough pressure was exerted on the magnet by 
the palm of the hand to drive the points into the 
skin (Fig. 2b). At the: same time the skin of 
the arm was stretched by the vaccinator’s other 
hand placed under the site of the vaccination. A 
slight rocking motion of the magnet and plate 
facilitated deep penetration of the points. The 
magnet was then slid off the plate, leaving the 
points of the latter embedded in the skin. The 
plate was then lifted off the skin with the fingers 
and one end was used to tap the liquid vaccine 
into the holes produced in the skin by the points. 
The penetration of the points was deep enough 
to cause slight bleeding when the plate was lifted 
from the skin (Fig. 3a). The area was left open 
to the air for a few minutes and instructions 
were given not to wash the site of vaccination for 
twenty-four hours. 

An adequate local reaction usually was evident 
within a week by the appearance of papules sit- 
uated at the individual puncture wounds (Fig. 
3b). Slight lymphadenopathy occasionally was 
present in the axilla adjacent to the inoculated 
arm. The papules gradually diminished in size 
and, after six months or so, little or no local evi- 
dence of vaccination was present. 
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Effect on the Tuberculin Test 


After preliminary observations, it became rou- 
tine in this survey to administer 0.0002 mg. of 
PPD as a tuberculin test six weeks after vacci- 





Fig. 2. (a) Use of long end of plate to spread vac- 
cine. (b) Technique of cutaneous puncture. 


nation in order to determine the rate and extent 
of conversion of the subjects to a tuberculin-posi- 
tive state. This dose of PPD provided a maxi- 
mal number of positive results without producing 
unduly severe reactions. All persons who ex- 
perienced a doubtful or negative reaction to this 
dose, which is 10 times the standard first-strength 
dose of PPD, were given the standard second- 
strength dose of 0.005 mg. 

More than 90 per cent of the student nurses re- 
acted positively to tuberculin six weeks after vac- 
cination. A typical experience is represented in 
Figure 4. The initial test (0.0002 mg. of PPD) 
induced definitely positive reactions in seventy- 
three (44 per cent) of the 165 persons. The 
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stronger dose (0.005 mg. of PPD) was then 
given to the remaining ninety-two persons, who 
had reacted either doubtfully or negatively to the 
initial test; eighty-one of these experienced defi- 
nitely positive reactions, whereas the results were 
doubtful in ten and negative in one. Thus a total 
of 154 (93 per cent) of these 165 student nurses 
became sensitive to tuberculin after BCG vaccina- 
tion. The tuberculin reactions were classified ac- 
cording to the criteria of the National Tubercu- 
losis Association, which do not require repetition. 
No 4-plus reactions were encountered in spite of 
the relatively large dose of PPD used for the 
initial postvaccination test. 


Comment 


No agreement exists with regard to the proper 
dose of tuberculin to be used in selecting persons 
for vaccination. If small doses of tuberculin are 
used, an increased number of persons who are not 
cutaneously sensitive will be made available for 
immunization, but there also will be an increased 
incidence of undue reactions to the vaccine. Ifa 
person who has undergone a primary tuberculous 
infection, and has been rendered sensitive to tu- 
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accepted procedure for mass programs is to give 
0.0001 mg. of PPD or its equivalent in old tu- 
berculin (OT) as a single screening test. Every 
person who displays a negative reaction to this 





Fig. 3. (a) Site of vaccination after removal of plate. 
Note slight amount of bleeding. The plate was inserted 
twice in this instance for pictorial purposes. (b) Site 
of vaccination showing development of individual pap- 
ules at each point of entry of vaccine. 














Tuberculin test 6 weeks after 
25st BCG vaccination of 165 individuals 
wy 20F 
N 
N 
Y 
Yast 
a 
y 
Q 10+ 
Sr 
re) L l lL l .4 1 L 
4+ 3+ 2+ 1+ 3+ 2+ 1+ = Neg. 


| 0.0002 mg. PPD| 





0.005 mg. PPD | 





Extent of tuberculin reaction 


Fig. 4. Quantitative analysis of extent of tuberculin reactions in 165 con- 
secutive persons six weeks after BCG vaccination. 


berculoprotein, is vaccinated, the Koch phenom- 
enon usually takes place. This consists of a 
generalized accelerated reaction that, while not 
particularly dangerous, is uncomfortable. The 
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dose is then vaccinated. 

Cutaneous sensitivity to tuberculin after BCG 
vaccination is the only immediate, tangible and ob- 
jective evidence than any change in immunologic 
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status has occurred. Opinion differs regarding 
the type of tuberculin to be used in postvaccina- 
tion tests. Many workers insist on OT only, in 
the belief that use of this preparation will demon- 
strate the maximal number of conversions to a 
tuberculin-positive state. In preliminary work 
in the present program, simultaneous postvacci- 
nation tests were done on a number of persons 
with comparable doses of PPD and OT. The re- 
actions were practically identical. 

Rates of production of sensitivity to tuberculin 
after BCG vaccination depend on the technique 
of vaccination and the dosage of organisms. Some 
reports indicate that fewer than 50 per cent of 
persons vaccinated become sensitized. As already 
noted, the rate in this survey was more than 90 
per cent. Some observers have obtained such 
consistently high rates that they no longer per- 
form routine immediate postvaccination tubercu- 
lin tests. In the hands of experienced workers 
using either the intracutaneous or the multiple- 
puncture method with fresh, potent vaccine, pro- 
duction of sensitivity should approach 100 per 
cent. 

Persistence of sensitivity to tuberculin induced 
by BCG vaccination also varies greatly. It de- 
pends, again, on techniques of vaccination, dosage 
of organisms and the severity of the initial post- 
vaccination reaction. Persons who exhibit the 
strongest cutaneous reactions usually remain sen- 
sitive longest. Sensitivity produced by intracu- 
taneous vaccination ordinarily remains longer than 
that seen after multiple-puncture vaccination. In 
some surveys many persons have displayed nega- 
tive reactions within a year. According to other 
reports, many are still sensitive after five years. 
The present study does not purport to include 
long-range follow-up studies. However, an ap- 
preciable number of the student nurses became 
insensitive to tuberculin less than six months aft- 
er vaccination. At the end of one year, approx- 
imately 30 per cent of those who had experienced 
postvaccination induction of sensitivity to tuber- 
culin had reverted to an insensitive state. This 
also has been the recent experience of Sams* in 
Japan. 

This loss of induced sensitivity to tuberculo- 
protein is an important phase of any BCG pro- 
gram. No one knows just what the status of im- 
munity is in a person who had an adequate local 
reaction to the vaccine, who experienced excel- 
lent sensitivity to tuberculin, and who then re- 
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verted to insensitivity within a year or so. Som: 
clinical and experimental evidence suggests that 
allergy or sensitivity, as demonstrated by a posi- 
tive cutaneous reaction to tuberculin, may not be 
completely parallel to immunity. Thus, some ob- 
servers consider that some immunity to tubercu- 
losis may persist in spite of loss of cutaneous 
sensitivity. This problem will be settled only by 
a long-term, controlled study. While awaiting 
data derived from such a study, other workers 
think that revaccination should be performed to 
maintain constant cutaneous sensitivity to tuber- 
culin. 

Finally, comment should be made regarding the 
most controversial aspects of BCG vaccination, 
namely its true efficacy and the extent to which 
a program of BCG vaccination should be applied. 
At one extreme is the view expressed by O’Brien,’ 
in 1950: “Vaccination [BCG] should begin at 
birth in every country in the world. When in- 
dividuals again become tuberculin negative they 
must be revaccinated.” In concluding his 1950 
report, O’Brien said: “Let us have the honesty 
to accept the futility of our present methods 
alone, and the courage to embark immediately on 
a program of extensive BCG vaccination, with- 
out which, tuberculosis will present the same 
problems a thousand years from now as it does 
today.” 

The conservative view recently was summar- 
ized by Myers,’ who justifiably re-emphasized the 
fact that practically no valid statistical conclusions 
can be drawn from the world experience, in spite 
of the many millions of vaccinations that have 
been given. This absence of statistical validity 
stems from many factors, such as inadequate con- 
trol groups, lack of comprehensive follow-up 
studies, the impossibility of environmental control 
of the persons who are vaccinated and variations 
in the vaccine itself. Although many isolated ex- 
periences have tended to demonstrate the efficacy 
of BCG vaccination, such experiences carry little 
scientific weight. Opponents of BCG vaccina- 
tion also emphasize that artificial induction of 
sensitivity to tuberculin in large masses of people 
will negate the great efficacy of this test as an 
epidemiologic weapon in the eradication of tuber- 
culosis. 

Somewhere between the extreme and the con- 
servative groups there should be room for those 
who consider justifiable the administration of 
BCG vaccine to tuberculin-negative persons, such 
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as nurses, physicians and laboratory workers, 
who are intimat+ly and continuously exposed to 
Mycobacterium tuberculosis. 


Summary and Conclusions 


A program of BCG vaccination was instituted 
in an effort to produce some immunity against 
tuberculosis in tuberculin-negative student nurses. 
The Rosenthal multiple-puncture method was 
used. 

More than 90 per cent of persons vaccinated 
gave positive cutaneous reactions to tuberculin 
within six weeks after vaccination, but this in- 
duced sensitivity disappeared within one year in 
approximately 30 per cent of these students. 

Only long-term, controlled studies will demon- 
strate whether any immunity to tuberculosis 


exists when the induced cutaneous sensitivity to 
tuberculin has disappeared. 


Little valid statistical data can be adduced to 
prove the efficacy of BCG vaccination. However, 
many workers consider that its use is indicated 
for selected persons who are unduly exposed to 
tuberculosis. 
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THE MAYO BROTHERS 


(Continued from Page 779) 


Francis accelerated their specialization in the new 
surgery that was building so mightily on the 
work of Joseph Lister. 

From the first, the two young doctors from 
the West made it their business to go wherever 
the latest and best in surgical methods was to 
be learned. Refining and adapting these methods 
with startling mastery in their own practice, 
they were soon drawing patients by the thousands 
from far and near. And doctors, too, for the 
exceptional skill of the Mayo brothers quickly 
made their operating rooms in St. Mary’s Hos- 
pital one of the nation’s outstanding schools of 
surgery. 

Needing more and more help, William and 
Charles Mayo put into effect their father’s pre- 
cept: “No man is big enough to be independent 
of others.” They chose the ablest men they could 
find to be their associates. Adding internists to 
surgeons and scientists to both, they gradually 
built up the Mayo Clinic, the world’s first and 


NoveMBER, 1954 


still foremost example of co-operative group 
medicine in private practice. To complement 
the work of the Clinic, the Doctors Mayo in 
1915 established and endowed the Mayo Founda- 
tion for Medical Education and Research, which, 
affiliated with the University of Minnesota, rap- 
idly became an internationally renowned center 
for the training of medical specialists, scientists, 
and educators. 

Acclaimed throughout the world for their 
humanity and their brotherhood, no less than for 
their contribution to medicine, Doctor Will and 
Doctor Charlie, as they were affectionately known 
to thousands, died within a few weeks of each 
other in the late spring of 1939. To honor the 
memory of these greatest of her sons, Minnesota 
has fittingly chosen to build a useful memorial 
that will render service to all mankind, for the 
achievements of William James and Charles 
Horace Mayo do not belong to Minnesota alone. 
They make a shining page in the record of all 
medicine and in the history of all America. 
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FRACTURES OF THE SPINAL COLUMN AND PELVIS 


JOHN C. IVINS, M.D. 
Rochester, Minnesota 


RACTURES of the spinal column and pelvis 

occur commonly in industrial and traffic ac- 
cidents. Their presence may not be obvious, 
especially if there are associated serious injuries 
to the extremities, head, thorax or abdomen. In 
such a situation, especially if the patient is un- 
conscious, it is almost mandatory to make roent- 
genograms of the spinal column and pelvis; this 
serves the twofold purpose of completing the 
accurate assessment of the patient’s injuries and 
of completing the record in preparation for the 
almost inevitable insurance report or legal testi- 
mony. 


Spinal Fractures 


Injuries to the spinal column affected by osteo- 
porosis, metastatic malignancy and other disease 
processes will not be considered here. Fractures 
of the normal spinal column are easily divided 
anatomically into three groups: 

1. Fractures of transverse and spinous proc- 
esses. These serve for the attachment of muscles, 
and fractures in these locations are usually due 
to sudden violent muscular contraction, or to 
direct blows. They are not serious and are 
commonly overtreated. Rest, administration of 
anodynes and other symptomatic treatment usually 
suffice. 


2. Fractures of the vertebral bodies, which 
transmit weight. 

3. Fractures of the laminas, articular processes 
and pedicles, which form the neural arch behind. 

Fractures of the vertebral bodies constitute the 
most frequent spinal injury; at times there may 
be accompanying fracture of some of the poste- 
rior elements.' The injury is produced by forced 
flexion of the spinal column caused by such means 
as a fall from a height, a weight falling on the 
patient’s back or shoulders, or the violence of an 
automobile or aircraft accident. Any portion of 





From the Section of Orthopaedic Surgery, Mayo Clinic 
and Mayo Foundation. The Mayo Foundation is a part 
of the Gruieote School of the University of Minnesota. 

Part of the Symposium on Fractures of the Spine and 
Lower Extremities presented at the meeting of the 
oe, State Medical Association, Duluth, June 8, 
1954. 
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the spinal column may be involved, but the injury 
usually occurs at the junction of a movable with 
an immovable portion. Hence, the cervicothoracic 
and thoracolumbar junctions are the most fre- 
quently involved sites. Often two adjacent verte- 
brae are crushed, and at times one sees two in- 
jured segments, separated by one or more normal 
vertebrae. 

Depending on the direction the flexion force 
takes, the injury may be wedging of one or more 
vertebrae, comminution of a vertebral body, or 
the more serious fracture-dislocation. As the 
force is applied, the pedicles act as a fulcrum and 
the fracture occurs in the cancellous bone just 
below the superior vertebral plate. At times the 
plate itself may be broken, forcing some of the 
disk material and plate into the substance of the 
body. There is always damage, to some extent, 
to the strong anterior and posterior longitudinal 
ligaments with a varying’ amount of hemorrhage. 

Clinically, the patient usually complains of 
some degree of fairly well-localized back pain, 
with or without radiating pain. The intensity of 
the symptoms varies with the severity of the in- 
jury, and the interval since the injury. With 
the more severe injuries there may be a visible 
kyphos, but the most reliable sign is tenderness 
over the spinous process of the involved segment 
associated with some degree of spasm of the 
erector muscles. Retroperitoneal hemorrhage 
may give rise to signs resembling an acute 
surgical condition of the abdomen. ‘If the spinal 
cord is intact but under pressure owing to hemor- 
rhage, the deep reflexes are exaggerated and the 
muscles hypertonic. If the cord has been more 
seriously injured, there may be flaccid paralysis 
with absence of the deep reflexes. 

Treatment starts when such an injury is sus- 
pected. The segments of the trunk above and 
below the site of injury are powerful levers and 
can be made to inflict more damage if the patient 
is improperly handled. Good roentgenograms 
should be made, both in the anteroposterior and 
lateral planes. After satisfactory films have been 
made and the site and extent of the injury de- 
termined, the patient should be placed flat on a 
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FRACTURE OF THE SPINAL COLUMN AND PELVIS—IVINS 


hard bed, or on a gently curved Bradford frame 
and symptomatic treatment instituted. In these 
patients, paralytic ileus is apt to occur and it is 
advisable to treat them in bed for a few days 
before attempting any additional treatment. 


These fractures always heal. In the case of 
minimal or mild compression without fracture of 
posterior elements, it is sufficient to fit the patient 
with a high back corset or Taylor brace and allow 
him to be ambulatory after the acute symptoms 
have subsided. With moderate or severe com- 
pression deformity, and in all cases in which there 
is fracture of posterior elements, more secure 
immobilization is desirable. Correction of the 
deformity may be difficult or impossible. Re- 
cumbency on a curved frame may accomplish 
some reduction. After acute symptoms have 
subsided and the danger of paralytic ileus has 
passed, forced hyperextension by suspension or 
on a fracture table may be tried. General 
anesthesia may be required. Correction is 
checked by means of lateral roentgenograms and 
is then maintained by the application of a snug 
plaster extending from the suprasternal notch 
to the symphysis pubis. 


Regardless of the severity of the fracture, it 
is essential to start spinal hyperextension exer- 
cises as soon as possible, and to continue such 
exercises until the fracture has healed. Three 
to four months of immobilization should be suf- 
ficient. By that time roentgenograms should 
show sound bony healing, and if the erector 
spinae muscles have been kept strong by exercises, 
one should be able to discontinue external sup- 
port. However, because of irregularity of the 
involved joint surfaces and the altered mechanics 
of the spinal column, some localized pain may 
persist. This is usually aggravated by exertion 
and relieved by rest. Spinal fusion is the 
procedure of choice in this situation and can be 
expected to give uniformly good results. 


Pelvic Fractures 


The most common injuries to the pelvis are 
those resulting from a crushing force, although 
muscular violence may produce avulsion fractures, 
and at times the sacrum and coccyx are injured 
by a fall to the sitting position. 


The least serious injuries are isolated frac- 
tures of the pelvic ring; the fracture may be 
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‘through, or adjacent to, the symphysis pubis, 


through any part of the innominate bone, or 
through the sacroiliac joint. Since there is only 
one fracture, gross displacement of the fractured 
parts cannot occur, and as a rule, only sympto- 
matic treatment is required. Rest in bed until 
the acute symptoms subside, followed by guarded 
activities for 10 to 12 weeks, usually results in 
full recovery. Chronic pain may follow sacroiliac 
subluxation, and if symptoms warrant, a sacroiliac 
fusion may be indicated. 

Lateral compression of sufficient force may 
result in a combined, or double, injury of the 
pubic portion of the pelvic ring. Both pubic 
rami may be fractured bilaterally, or fracture of 
both pubic rami on one side may be combined 
with separation of the pubic symphysis. Dis- 
placement is usually not great, and if these 
patients are nursed on their backs to avoid further 
lateral compression, a good result may be ex- 
pected. 


Compression of the pelvis in an anteroposterior 
plane results in a combined injury wherein one 
fracture is through the pubic segment of the 
pelvic ring and the other is somewhere through 
the iliac portion. One half of the pelvic girdle 
may be widely displaced so that there is obvious 
deformity and inequality in the length of the legs. 
Here some attempt to reduce the deformity should 
be made. As pointed out by Watson-Jones,? the 
disclocated pelvis is like a partly opened clam 
shell; when these patients are nursed on their 
backs gravity and the weight of the limb tend 
to increase the deformity. Reduction may be 
obtained at times simply by turning the patient 
on his uninjured side, pressing the iliac crests 
together. If there is upward displacement, it 
may be necessary to exert traction in the long 
axis of the leg on the injured side. Reduction 
should be maintained by applying a double plaster 
spica; it may be necessary to incorporate con- 
tinuous skeletal traction. About three months will 
be required for sound bony healing to occur. 

In double fractures of the pelvic ring, there 
may be serious injury to the urinary tract or 
genitalia, and this is always a more urgent prob- 
lem than the fracture itself. The same force that 
produces the pubic portion of the injury may 
result in crushing or avulsion injuries to the 
external genitalia. Loose bone fragments or 


(Continued on Page 837) 
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SYPHILIS OF THE STOMACH 


Report of a Case 


E. L. TUOHY, B.A., M.D., F.A.C.P. 
Duluth, Minnesota 


| be 1914, I reported upon two cases* of hour- 

glass stomach in patients with positive Was- 
sermanns, and their improvement under anti-luetic 
treatment. My attention had been drawn to a 
similar report by Holitsch,® his patient having 
shown similar improvement based upon the com- 
bination of x-ray and Wassermann findings. In 
the year of my report, 1914, the literature avail- 
able in the Surgeon General’s Library, Washing- 
ton, D.C., although offering much on syphilis in 
general, revealed relatively few reports dealing 
with syphilis of the stomach. In the intervening 
four decades since my report, seven other un- 
reported cases have been cross-indexed in the 
charts and records of the Duluth Clinic. These 
cases covered patients showing intrinsic roentgen 
defects (chiefly at the pyloric end of the stomach) 
which, without exploration but with positive 
serology and under anti-luetic treatment, report- 
edly lost their distresses coincidental to the dis- 
appearance of the roentgen evidences of gastric 
mucosal distortion. This additional case is re- 
ported at this time because, despite the drop in 
the incidence of syphilis, it is still the great mimic 
that Osler designated it over a half century ago. 
Furthermore, since so great an effort is presently 
made to uncover earlier malignant lesions of the 
stomach—which well may occur in individuals 
with positive serology—it is well worth while to 
sharpen up our diagnostic sensitivity to the great 
value of therapy as a diagnostic agent. 


Case Report 


In July, 1953, M.S., a fifty-year-old man, came to 
Duluth from Canada, where his doctor had made a 
diagnosis of carcinoma at the pylorus. This working 
man had been ill for about two months, the trouble 
beginning with soreness across the upper abdomen with 
occasional bouts of diarrhea and vomiting. This latter 
occurred without special pain and seemed to be a part 
of over-distention of the stomach with simple regurgi- 
tation. The fact that his pain was increased immediately 
after eating testified to the probability of pyloric ob- 
struction, which had been clearly shown on the previous 
gastro-intestinal fluoroscopies. He had been given the 


From the Department of Internal Medicine, The Du- 
luth Clinic, Duluth, Minnesota. 

Reported before the Minnesota Society of Internal 
Medicine, Saint Paul, Minnesota, October, 1953. 
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usual treatment on the basis of possible ulcer—frequent 
feedings and alkalies—but without any especial relief. 
Doctor H. G. Moehring, roentgenologist for the Duluth 
Clinic, agreed fully in the referring doctor’s diagnosis 
and reported as follows: “Esophagus and stomach are 
negative; the gastric antrum shows a constant deformity 
and loss of flexibility and several filling defects sur- 
round a small palpable mass—all quite characteristic of 
carcinoma of the antrum of the stomach. The body and 
fundus appear uninvolved.” He was admitted to St. 
Mary’s Hospital, Duluth, Minnesota, for surgical care 
and observation. The following day, the report came 
back from the Clinic Laboratory that he had a four 
plus positive Kahn blood test. 

The surgical consultant agreed that he would favor 
a period of preparation for surgery, with injections of 
penicillin, but felt that the x-ray evidence of malignancy 
called for immediate surgery. At exploration, it was 
reported “a rather soft, diffuse lesion of the pyloric 
end of the stomach. The stomach wall was not rigid, 
but there were eight or ten small nodes found in the 
gastric mesentery.” When the resected portion of the 
stomach was carefully reviewed, no evidence of malig- 
nancy was found; neither was there a definite area of 
penetrating ulceration. On account of the very great 
interest centering around the prevalence of cancer of 
the stomach and the pressing need for early diagnosis 
and prompt removal of borderline lesions, numerous his- 
tologic sections were studied by our pathologist, Dr. 
William V. Kroll, who consulted with several other 
distinguished pathologists. The sum total arrived at 
was “a granulomatous lesion with moderate infiltration 
of round cells which is compatible with a syphilitic 
lesion.” The patient made a satisfactory recovery and 
every assurance has been taken that his follow-up and 
treatment will be persistently and adequately checked. 


The Literature and the Development of 
Reliable Diagnostic Criteria 


Syphilis is the same disease it always has been 
down through the centuries of its recognition. 
Some diseases seem to fall easily into the field of 
the various specialties, but syphilis can copy so 
many entities that men in the various specialties, 
as well as in the special diagnostic fields, such as 
roentgenology and gastroscopy, have been able 
to add most notably to contributions stressing 
their techniques. Eustermann,** reporting on his 
large experience at the Mayo Clinic, in 1917 ana- 
lyzed twenty-three cases and in 1931 summarized 
the total up to that date of eighty-nine cases. Fan- 
cher,’ in 1935 added another case to the rapidly 
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developing literature on the subject of gastric 
syphilis. Carey and Ylvisaker,? in 1938 reported 
further on the gastroscopic features indicating the 
field for this diagnostic procedure. Williams and 
Kimmelsteil® reported in 1940 and endeavored to 
outline “the syphilitic origin of this lesion may be 
adequately proved by gross and microscopic stud- 
ies of removed tissue and the recovery of spiro- 
chaeta pallida.” Unfortunately, the histologic evi- 
dence may be both fleeting and non-committal. The 
gross appearance of gummatous lesions is more 
apt to be distinctive than the microscopic sections 
prove to be. Palmer and Schindler,’ in 1943, the 
former with his extensive and praiseworthy re- 
porting on the relationship of peptic ulcer to gas- 
tric cancer, the latter with his fundamental work 
with the gastroscope, pointed out and discussed the 
“clinico-roentgenologic, gastroscopic and patho- 
logic features of the gastric lesion considered to 
be ulcerated gummatous syphilis.” You will note 
in this careful wording the avoidance of any dog- 
matic or definitive designation of syphilis as the 
clear-cut and incontrovertible diagnostic agent. 
This only re-emphasizes the need of using every 
aspect of any clinical diagnostic profile in arriving 
at methods of therapy for any disease. Berger’ 
in 1950 restated what many reporters and groups 
had previously maintained, in terms of the elusive 
diagnosis of gastric syphilis, and outlined under 
the following headings “The criteria demanded 
for the diagnosis of gastric lues.” He sum- 
marized: “a demonstrable radiographic defect, 
gastric symptoms, inability to alleviate symptoms 
or change radiographic appearance by conven- 
tional therapy, the symptomatic relief and/or dis- 
appearance of the roentgen defect after anti-luetic 
treatment,” and finally concluded that penicillin 
most easily fulfilled the last criterion. 


Comments and Inferences 


Recent graduates in medicine will never have 
the opportunity that some of us who have been 
in the field as students and practitioners for a half 
century have had to see syphilis at first hand. I 
am presently informed that there are few cases 
available for student teaching at our medical 
schools. In the span of one medical generation 
(thirty-five years), iodide of potash has shed 
most of the reputation it had, as the heavy metals, 
the arsphenamides and penicillin, so admirably 
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fill the needs for therapeutic purposes and investi- 
gation. However, I well remember that the use 
of iodide or some form of mercury helped the 
older clinicians to resolve the diagnosis in not a 
few baffling chronic disorders. 


From the standpoint of pinning down the diag- 
nosis of a gummatous syphilitic lesion, neither the 
x-ray nor the microscope are so discriminating as 
to eliminate completely all diagnostic doubts. This 
circumstance was amply illustrated in the inten- 
sive studies of many sections removed at opera- 
tion in the instance of my report. In like manner, 
the roentgen evidence was incomplete, since re- 
check after a period of penicillin therapy was not 
made. 

It seems fair to urge the younger surgeons and 
roentgenologists to be alert, despite the rapid 
disappearance of syphilis, to the possibility that a 
suggested lesion involving the gastric mucosa 
might be given therapeutic trial. Obviously, this 
is especially true if there is serological evidence 
of syphilis, and it must be freely admitted that 
patients with old syphilitic disease may also fall 
victim to gastric cancer. It follows that the Was- 
sermann screening of all patients, and especially 
those with chronic gastrointestinal disorders, is 
still, despite the very small “take,” a worthwhile 
procedure. 
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The introduction and rapid widespread adoption of 
AcHROMYCIN has opened a new chapter in the 
history of broad-spectrum antibiotics. 


ACHROMYCIN fulfills the requirements of the ideal 
antibiotic in virtually every respect . . . wide-range 
antimicrobial activity, in vivo stability, tissue pene- 
tration, minimal toxicity. 


AcHROMYCIN is truly a broad-spectrum weapon, 
effective against Gram-positive and Gram-negative 
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bacteria, as well as certain mixed infections. 


ACHROMYCIN is more stable and produces 
fewer side effects than certain other broad- 
spectrum antibiotics. 


ACHROMYCIN provides prompt diffusion in body 
tissues and fluids. 


ACHROMYCIN is destined to play a major role among 
the great therapeutic agents. 
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STROMAL ENDOMETRIOSIS 


R. F. MEARS, M.D. 
Northfield, Minnesota 


HERE have been not more than approxima‘e- 

ly fifty cases of stromal endometriosis report- 
ed in literature. In 1908, Doran and Lochyer 
first described two cases under the title, “Two 
Cases of Uterine Fibroids Showing Perithelioma- 
tous Changes; Long Immunity from Recurrence 
After Operation.” These are probably the first 
two cases fully described which, according to 
Park, from the illustrations and descriptions be- 
long in this classification. However, until the 
reports of Henderson ('1942) and Goodall (1940 
and 1942), this condition was neither fully de- 
scribed nor given any semblance of classification. 
Park’s review, in 1949, is the most comprehen- 
sive to date. The only other cases reported since 
1949 were: a report of a case by Kettal, et al 
in 1949, which was not included in Park’s study ; 
one by Lash and Lash in 1951; and one by Wheel- 
ock and Strand in 1953. 

This is a disease primarily from the ages of 
thirty-five to fifty, but one case is reported in 
the age group of twenty-one to twenty-five and 
one in the sixty-one to sixty-four group. 

There is usually a long period of infertility. 
The symptoms and signs based on Park’s review® 
of forty-three cases are: menorrhagia fourteen, 
metrorrhagia four, vaginal bleeding (non-descrip- 
tive) eleven, post-menopausal bleeding three, 
dysmenorrhea four, abdominal or pelvic pain 
eight, abdominal swelling six, loss of weight five, 
and various combinations of these. There is no 
constant symptom complex. Six patients were 
menstruating normally. Seven patients were ane- 
mic. The main and constant finding on clinical 
examination was an enlargement of the uterus, 
usually symmetrical. 

The usual finding at operation was a symmetri- 
cally enlarged uterus. In addition some cases 
revealed as follows:> (1) Visible or palpable 
spread beyond the uterine boundaries in twelve 
cases, (a) One case with multiple tissue nodules 
on the pelvic peritoneum, (b) Eleven cases with 
no separate nodules; (2) One case with a local- 
ized nodule on the peritoneal surface of the 
uterus. The conditions included, (a) Ectopic 
endometriosis was present in seven cases—six in 
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ovary and one beneath the uterine peritoneum, 
(b) Adenomyosis was reported in four cases. 

The chief pathological feature is of neoplastic 
tissue, more commonly in one wall, but it may 
be generalized. Grossly this tissue is a dirty 
white or yellowish color (Goodall emphasized 
these yellowish areas of crumbly material). They 
vary in consistency. It ay be well localized, 
but more typically, in cc less rubbery bands 
throughout the myometriur =; though filling the 
channels of a sponge. On the cut surface it has 
a “rough towel” appearance. In some areas the 
neoplastic tissue blends intimately with the myo- 
metrium. These cords may extend into the broad 
ligaments and in nineteen cases formed polypoid 
growths extending into the u‘erine cavity. 

Microscopically the tissue is composed of a 
solid mass of round, or. spindle-shaped cells. 
The nuclei are prominent. The actual cell mar- 
gins are blended or overlapped with adjacent 
cells. Mitosis is rare. The cells resemble the 
stromal cells of a midcyclic endometrium. There 
is some differentiation to a branching trabeculated 
pattern and, in some, a tendency to early tubal 
or glandular formation. In the majority of 
cases the new growth merged with the endome- 
trium, but in some cases there was no such con- 
tinuity. 

The course and prognosis varies according 
to the stage of the disease at the time of diag- 
nosis, as there is no uniform pattern. Of Park’s 
study of forty-three cases, eight died as a direct 
result of the disease; three died from unrelated 
causes; twenty-two were alive at the time their 
case histories were published; and thirteen had 
no follow-up. The survival rate was up to sev- 
enteen years from the time of the original opera- 
tion. The onset of menopause, natural or arti- 
ficial, had no influence on the outcome. Cell 
polymorphism and mitotic activity may indicate a 
more rapid progress, but a uniform and inactive 
appearance is no guarantee that recurrence will 
not occur. In this series there were seven cases 
with metastasis. In two of Goodall’s it was after 
uremia had developed. The main risk is local 
recurrence and spread. 
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The treatment is very unsatisfactory. In some 
of the early cases there was some response to 
x-ray therapy. As menopause has no effect on 
the condition, sterilization seems to be of no 
value. 
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to metastasis; and that from past experience it 
will be known which of the pathological findings 
are likely to be associated with what clinical 
behavior.” Gruenwold theorizes that all cells 
have the innate ability or propensity to differen- 





Figs. 1-4. Photomicrographs from sections of tissue removed in 1938 by Dr. E. T. Bell. (1) Low 
magnification reveals characteristic infiltrating strands of stromal tissue. (2 and 3) Stromal tissue 
under higher magnification shows the large vaculated nuclei, the rare mitotic figures and the over- 
lapping spindle-shaped cells. (4) Section revealing some remnants of endometrial glands in the 
stromal new growth which reveals the true character of this as a stromal endometriosis. 


Regardless of the differences of opinions of 
pathologists, the knowledge that by far the ma- 
jority of these cases will have a long life ex- 
pectancy is of extreme importance from the pa- 
tient’s standpomt and to our handling of their 
cases. 

The pathogenesis is not established. The tu- 
mor may arise in the uterine wall with no direct 
connection to the endometrium. Gruenwold and 
Park believe that adenomyosis, stromatous endo- 
metriosis, carcinosarcoma of the uterus and other 
occasional tumors of the uterus should be grouped 
together :® “These are all apparent tissue mal- 
developments arising from unrecognized and un- 
recognizable precoursor cells within the uterine 
wall; that they have a certain appearance de- 
pending on the type and degree of differentiation ; 
that microscopically one or the other of these 
may show none, or seme, or many of the features 
especially found to be associated with a liability 
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tiate or change in response to certain or definite 
stimuli. He does not agree with the theory of 
embryonic rests. 

In this light, stromatous endometriosis need 
not be defined as either malignant or non-malig- 
nant. Park suggests a better term as “stromatoid 
new growth of the uterine wall” or “stromatoid 
mural sarcoma.” The diagnosis of this is by mi- 
croscopic section. 


Case History 


Mrs. B., aged sixty-three, in April, 1952, complained 
of minimal but rather persistent vaginal bleeding which 
had lasted for a period of two weeks. 

Her past history outside of the generative tract was 
essentially negative except for removal of cataracts— 
one in 1943, and one in 1946. Severe hypertension was 
found at the time of surgery in 1943, and still is a 
problem, but is asymptomatic. Her history relevant to 
the generative tract was normal until 1938. She mar- 
ried at the age of thirty. She had only one normal 
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pregnancy at the age of thirty-five. There were no 
more children and no contraceptive methods were used. 

In 1937, at the age of forty-eight she began to bleed 
profusely with clots for a period of six months. She 
became quite anemic and run-down and was hospitalized 
for two weeks prior to a pelvic exploratory operation 





_ 


Figs. 5-7. Photomicrographs from the tissue re- 
moved in 1952. (5 and 6) Low magnification, with 
5 revealing again the siromal infiltration; 6 the 
remnants of endometrial glands. (7) High magni- 
fication showing the characteristic cells and nuclei 
as in 2 and 3. 


by Dr. B. J. Gallagher of Waseca in 1938 Dr. Galla- 
gher described his findings—a number of white cauli- 
flower-like growths over the pelvic viscera which were 
removed. The uterus was normal in size and appear- 
ance and was left intact. The tissue was examined 
by Dr. E. T. (Bell and he returned the diagnosis of 
sarcoma. Mrs. B.’s postoperative course was uneventful. 
She had only one episode of vaginal bleeding six months 
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later, which was extremely profuse, lasting only two 
to three days. 

She had never had any pelvic pain or discomfort and 
there is none to date. Her examination was normal 
except for dilated pupils, blood pressure of 286/138, and 
the pelvic findings. The cervix was normal; there were 
hard fibrotic cauliflower-like growths high in the vaginal 
vault varying in size from a few millimeters to 2 or 3 
cm. (These were noted in Kettal’s case.3) The uterus 
was about four times normal size and regular in out- 
line. The pelvic organs were completely frozen. The 
laboratory tests were normal. 

In March, 1952, a biopsy of the vaginal growths and 
curettement of the uterus was performed. Nothing was 
obtained on curettement except a little necrotic and puru- 
lent appearing material. The pathological report of 
the vaginal lesions was simply of scar tissue and noth- 
ing of note from the curettements. 

She was sent to Dr. Leonard Lang of Minneapolis 
for consultation. Surgery was recommended with a 
diagnosis of probable sarcoma of the ovary. Surgery 
was performed by Dr. Lang in May, 1952. The uterus 
was symmetrically enlarged. The pelvic viscera laterally 
was a fused mass and the elements were indefinable. 

An attempt was made to remove the uterus. This 
was impossible as it was very firmly fixed to the 
sacrum, the bladder and pelvic walls laterally. There 
were none of the growths found by Dr. Gallagher pres- 
ent. About one-third of the fundus was removed. Her 
postoperative course was uneventful. There has been 
no bleeding or pain since this surgery. 

The tissue was examined by Dr. John I. Coe, patholo- 
gist of the Minneapolis General Hospital, who made 
a microscopic diagnosis of stromal endometriosis. The 
sections of tissue removed in 1938, were reviewed with 
the same findings. 


There has been only one other case found in 
the pathology laboratory at the University of 
Minnesota and this apparently has not been re- 
ported in the literature. 
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CAT-SCRATCH DISEASE ASSOCIATED WITH ENCEPHALITIS AND HERPES ZOSTER 





PAUL G. FRICK, M.D. 
Minneapolis, Minnesota 


| Wepedigominia es disease has only recently 

been recognized as a separate entity. Even 
though Foshay made some unpublished observa- 
tions on this condition in 1932, it was not until 
1950 when Debré* in France reported the disease 
under the term “maladie des griffes de chat.” 
Since then the number of reported cases has 
increased rapidly and a variety of clinical pictures 
has been recorded.*»?****® 


Here is the summary of the course of a typical 
case. There is usually a history of a cat scratch 
or bite which causes a slowly healing primary 
lesion. The regional lymph nodes become swollen, 
tender and may suppurate within a period of four 
weeks. There is no lymphangitis and cultures of 
the pus obtained from suppurative lymph nodes 
are consistently sterile. Systemic symptoms usu- 
ally coincide with the appearance of regional 
lymphadenopathy and consist of fever, chills, 
malaise, nausea and generalized aching. In about 
10 per cent of the cases a maculo-papular rash 
has been observed; this is not necessarily limited 
to the part of the body afflicted with the primary 
lesion. The disease is self limited and the symp- 
toms gradually subside over a period of one to 
five weeks. The disappearance of the lymph- 
adenopathy is rather slow and may require several 
months. The more unusual manifestations of the 
disease include conjunctivitis (Parinaud’s oculo- 
glandular syndrome) encephalitis, erythema nodo- 
sum, granulomatous bone lesions, pulmonary 
infiltrates with hilar adenopathy, pharyngeal and 
mesenteric adenitis.*® There are no specific dif- 
ferentiating hematological laboratory tests. The 
leukocyte count and the sedimentation rate may 
be normal or slightly elevated, and the differential 
count is usually normal except for neutrophilia 
which occurs occasionally. The diagnosis is based 
upon an intradermal test with an antigen prepared 
from the. pus of suppurative nodes. A positive 
Mantoux type of reaction occurs after forty-eight 
to seventy-two hours. 


To the author’s knowledge, the present case of 
cat-scratch disease is the first reported in the State 
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of Minnesota. The opportunity for careful ob- 
servation of the patient from the onset of symp- 
toms, the rather extensive laboratory studies, 
specifically of serological nature, and the unusual 
association with herpes zoster justify its publica- 
tion. 


Case Report 


The patient, a twenty-six-year-old white man, was in 
good health until May 29, 1954, when he felt a node 
behind his left ear. On the subsequent day, the node 
became tender and the patient experienced nausea and 
malaise. He was admitted to the University of Minne- 
sota Hospitals on May 31, where he was found to have 
a chain of large and tender lymph nodes along the pos- 
terior cervical muscles and the superior border of the 
trapezius on the left. With the exception of one small 
non-tender node in the right axilla, which was present 
at the time of the onset of symptoms, no other lymph 
nodes could be felt. The tip of the spleen was palpable 
on deep inspiration. The unusual and unilateral location 
of the enlarged nodes suggested a scalp lesion which was 
found in the form of a tender elevated papule with a 
central incrustation in the left parietal ‘region. The 
patient recalled that this was the result of a cat scratch 
approximately three weeks earlier. 


Cat-scratch disease was suspected and later confirmed 
by a positive skin test. Generalized muscle aching started 
on June 1, associated with a remittent type of fever. 
There was also a maculo-papular rash over the “belt 
zone” between the rib margin and the iliac crest on the 
right. The patient had noticed some paresthesias in this 
region for approximately five days. One June 2 the 
appearance of blisters led to the diagnosis of herpes 
zoster. On June 3 the patient developed a severe head- 
ache necessitating the administration of narcotics. The 
only positive neurological finding at this time was nuchal 
rigidity. A spinal puncture revealed an elevated pressure 
of 22 cm. of water, 37 cells per cu. mm. with a mono- 
nuclear: neutrophil ratio of 10:4. Spinal fluid proteins 
were 30 mgm. per cent, glucose 47 mgm. per cent and 
chlorides 127 mgm. per cent. Blood and spinal fluid 
cultures were sterile. Inoculation of spinal fluid intra- 
cerebrally into young mice and into tissue cultures for 
virus studies were negative. Tetracycline (Achromycin) 
was started on June 3 in a daily oral dose of 1500 mgm. 
The temperature fell to normal, the symptoms subsided 
rapidly, and the patient was discharged on June 8. The 
lymph nodes disappeared very slowly and were still 
palpable on the fortieth day after hospital discharge. 
The clinical course and the hematological findings are 
illustrated in Figure 1. 

Except for a leukopenia early in the course of the 
disease and a temporary lymphocytosis during recovery, 
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all tests were consistently normal. Urinalysis was nega- 
tive. Repeated heterophile antibody titer determinations 
varied between 0 and 1:14. No cold agglutinins could 
be demonstrated. There was no agglutination titer for 
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The relatively recent description of the disease 
and the fact that many physicians are unaware of 
its existence and clinical picture account for the 
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brucella, pasteurella and proteus OX-2. The agglutina- 
tion titer for proteus OX-19 was 1:40. Complement 
fixation tests for psittacosis and lymphogranuloma 
venereum were negative. Blood specimens collected on 
the first, twelfth, twenty-second and forty-fifth day after 
onset of symptoms were checked for antibodies against 
western equine encephalitis, St. Louis encephalitis, 
mumps and lymphocytic choriomeningitis. There was no 
rise in antibody titer. Liver function tests: total bilirubin. 
0.2 mgm. per cent, cephalin cholesterol flocculation nega- 
tive, total lipids 17 units, thymol turbidity 2 units, total 
serum proteins 7.7 gm. percent, albumin 4.5 gm. per 
cent, globulin 3.2 gm. per cent. Follow-up observation 
over a period of two and one-half months showed that 
the patient had recovered completely. 


Past History.—One year prior to the present illness the 
patient underwent a thoracotomy for removal of several 
mediastinal nodes which caused pressure symptoms on 
the esophagus. Histological studies of the nodes revealed 
a granulomatous structure with central necrosis. The 
absence of acid-fast bacilli in the nodes and the per- 
sistently negative Mantoux test led to the presumptive 
diagnosis of the recently described mediastinal granuloma 
of unknown etiology.5 


Discussion.—It is probable that cat-scratch dis- 
ease is more frequent than presently recognized. 
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alleged rarity. Practically any condition with 
lymph node involvement should be included in the 
differential diagnosis: lymphoma, leukemia, in- 
fectious mononucleosis, pyogenous lymphadenop- 
athy, rat bite fever, sporotrichosis, brucellosis, 
tularemia, tuberculosis, syphilis, lymphogranuloma 
venereum, et cetera. The importance of the skin 
test should be stressed because it may save the 
patient a lymph node biopsy which is usually non- 
diagnostic in this condition. The histological pic- 
ture of an affected regional node is that of chronic 
inflammation with or without central necrosis. 
Epithelioid cells are usually found, and no bacteria 
can be detected on either sections or ‘cultures.’ 
According to Daniels,? the skin test has a high 
degree of specificity ; among several hundred nor- 
mal iridividuals only three had a positive skin test, 
probably as a result of past infection. In the case 
reported here two other members of the household 
had been scratched by the same cat but had never 
had clinical symptoms. Both were skin tested and 
found to be negative. 

The etiology of cat-scratch disease is not defi- 
nitely known. Current thinking favors a virus as 
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the etiological factor. This is largely based on the 
work of Mollaret*’ who reported successful trans- 
mission of the infection to human beings and 
monkeys. He also demonstrated the presence of 
inclusion bodies with specific staining properties 
in the cells of the primary lesion and involved 
lymph nodes. Cats which have been a proven 
source of the disease are usually asymptomatic 
and have a negative skin test. It is impossible to 
infect cats with material obtained from suppura- 
tive lymph nodes. These observations support the 
idea that the cat is only a vector of the pathogenic 
agent. 

A review of the symptomatology has been 
given in the introduction of this paper. The in- 
cidence of encephalitis is very low.* Its occurrence 
in this case may be related to the site of inocula- 
tion, the scalp. The association of cat-scratch 
disease with herpes zoster has not been reported 
thus far. Even though this may represent a co- 
incidence, one should not disregard the fact that 
herpes zoster is a frequent complication of dis- 
eases involving lymph nodes; hence a direct rela- 
tion between cat-scratch fever and herpes zoster 
is quite possible. The value of antibiotic therapy 
in such a self limited disease is rather difficult to 
assess. Daniels feels that oxytetracycline (Terra- 
mycin), chlortetracycline (Aureomycin), and 
chloramphenicol (Chloromycetin) may be bene- 
ficial. In the present case tetracycline (Achromy- 
cin) was started at a stage when the patient was 
most critically ill. The prompt recovery and the 
completely afebrile course after institution of 
therapy suggest that tetracycline was of value. 

In reviewing the history of this case, one may 
wonder if the enlarged mediastinal nodes removed 
in 1953 were in some way related to the present 
acute illness. This is highly unlikely, because the 
two diseases had a completely different course: 
the first one was a chronic condition, the second 
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one was acute. 


The patient had completely re- 
covered from his first disease when he was 
scratched by a cat, and the course of the acute 
febrile illness was identical with the previously 
described cases of cat-scratch disease. 


Summary 


1. A case of cat-scratch disease associated with 
encephalitis and herpes zoster is presented. 

2. Etiology, typical and atypical clinical fea- 
tures, diagnostic tests, prognosis, and therapy of 
this recently discovered disease entity are re- 
viewed. 
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NAME CHANGE FOR AMA COUNCIL 


“Only the name has been changed . . .” At its last 
meeting, AMA’s Board of Trustees approved a change 
in name only for the Council on National Emergency 
Medical Service which frcm now on will be known as 
the Council on National Defense. As formerly, the Coun- 
ci! assists with national and state disaster relief plans 
and co-ordinates the work of state emergency medical 
service committees. 

it helps physicians prepare themselves for the man- 
agement and care of casualties which might result from 
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atomic, biological or chemical attacks. Also, the Council 
collects and disseminates civil defense and disaster relief 
information for both military and civilian use and assists 
governmental agencies, medical and hospital groups and 
local disaster relief groups in planning adequate civil de- 
fense programs. The Council works closely with the sur- 
geons general of the armed forces and the Armed Forces 
Medical Policy Council of the Department cf Defense 
in formulating plans and procedures for improving the 
medical care for members of the armed forces—AMA 
News Notes, August, 1954. 
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PITUITARY INSUFFICIENCY 


J. D. TOWNSEND, M.D. 
Saint Paul, Minnesota 


It has long been recognized that destruction 
of the anterior pituitary gland produces a fairly 
typical disease pattern in man. Simmonds first 
demonstrated this in 1914. In recent years, how- 
ever, this condition has been exhaustively studied 
and is now more thoroughly understood. This 
paper is intended to be a summary of the im- 
portant practical aspects of pituitary insufficiency. 

The terminology in this disease deserves clari- 
fication since the literature has perpetuated some 
misleading designations. Because cachexia is not 
characteristic of the syndrome, the terms “pi- 
tuitary cachexia” and “Simmonds’ cachexia” 
should be abandoned. The term “panhypopituitar- 
ism” is applicable only if all the functions of the 
pituitary are disturbed, and this is not always 
the case. Because of the extensive research of 
Sheehan,***7 on postpartum necrosis of the an- 
terior pituitary, this entity is now often referred 
to as “Sheehan’s syndrome.” 


Etiology 


Any process resulting in destruction of the 
anterior pituitary gland may cause the syndrome 
of pituitary insufficiency. Sheehan and Summers” 
in an extensive review of this subject separated 
the important etiological factors into four groups: 


1. Healed Postpartum Necrosis—-When se- 
vere circulatory collapse occurs after delivery the 
anterior pituitary gland suffers ischemic necrosis. 
The severity of the general collapse determines 
the extent of necrosis and the subsequent scar. 
This lesion accounted for sixty-two of the ninety- 
five cases reported by Sheehan and Summers. 
Sheehan* did not consider pituitary insufficiency 
due to postpartum necrosis to be extremely rare 
and estimated that in each 10,000 of population 
there are about two instances of severe disease 
and seven instances of lesser severity. Destruc- 
tion of more than half of the anterior lobe is 
probably required before the lesion is of any 
functional significance. This is true regardless 
of the cause of the destruction. In addition it 
is felt that total destruction of the gland probably 
never occurs from any cause, 


2. Other Chronic Fibroid Lesions——This 
group comprises a large proportion of the clini- 
cally important cases of pituitary insufficiency. 


818 





Some of these lesions are apparently due to healed 
tuberculosis of the pituitary and others to healed 
gummatous necrosis of the pituitary. Oelbaum’® 
reviewed the literature concerning syphilis as a 
cause of hypopituitarism and reported two cases 
in males with typical clinical and laboratory find- 
ings. In many lesions, however, the nature of the 
original change is not apparent, for all that re- 
mains is a scarred, fibrotic or atrophic pituitary. 
Cerebral arteriosclerosis may play a part in some 
of these cases. Trauma to the head apparently 
caused the lesign in two accepted cases. 


3. Hypophysectomy.—This is not important 
clinically as a cause of pituitary insufficiency, 
although two cases have been recorded. 


4. Cysts and Tumors.—These lesions result 
in pituitary insufficiency when they have de- 
stroyed sufficient functioning pituitary tissue. 
They may cloud the syndrome, however, by 
producing various pressure effects in addition to 
the endocrine deficiency. By far the most fre- 
quent lesion in this group is pituitary adenoma. 
The chromophobe adenoma comprises 70 to 80 
per cent of all pituitary adenomas. It is non- 
secretory and therefore produces its effects en- 
tirely by pressure. Clinically, the sella turcica 
is ballooned in 86 to 94 per cent of cases and 
visual field defects are noted in almost all cases. 
Usually this is manifested by bitemporal hemi- 
anopsia. Calcification in these tumors is unusual, 
occurring in 1 to 2 per cent.” 

It should be emphasized that destruction of the 
anterior pituitary must be present for months 
or even years before the typical clinical picture 
develops. Acute necrosis of the anterior pituitary 
is not associated with obvious signs of hypopi- 
tuitarism. This necrosis heals in a few weeks at 
most and a scarred pituitary remains. Pituitary 
insufficiency will then develop, its severity re- 
lated to the amount of the gland that was de- 
stroyed. 


Clinical Picture 


The clinical pattern of this disease varies most- 
ly with the degree of destruction of the anterior 
pituitary.*7*7.8 Vague symptoms probably re- 
flect minimal damage while the full-blown pic- 
ture usually means nearly complete destruction. 
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The symptoms and signs in this disease are the 
result of lack of hormones from the target glands 
of the pituitary. These target glands may be in- 
volved unequally so that adrenal function may 
remain adequate while thyroid and gonadal activ- 
ity is lost. Likewise any other combination of 
involvement may occur. 

The “classic” patient is a woman who has a 
severe postpartum hemorrhage and nearly dies in 
shock. Following this there is failure of lacta- 
tion, which is the first sign. The only other early 
sign is that the pubic hair, having been shaved 
for delivery, grows back only slowly and scan- 
tily. Chronic ill-health then slowly develops. 
There is amenorrhea, atrophy of the gonads and 
genital tract, loss of libido, almost complete loss 
of axillary and pubic hair. and absence of nor- 
mal cutaneous pigment, particularly obvious 
around the nipples. The facies is characteristic, 
with thinning of the eyebrows and pallor of 
the cheeks. There is absence of sweating of the 
skin, as well as loss of normal greasiness of the 
axillae. The patient has increased sensitivity to 
cold, is physically weak, lacks ambition or interest, 
is often mentally slow, and usually talks with 
slow, soft speech. 

Several of these features deserve further com- 
ment. Sheehan and Summers’? made many of 
these observations in their study of ninety-five 
proved cases of pituitary insufficiency. It should 
be noted, however, that these were all examples 
of severe degrees of pituitary insufficiency. 


Sex Function—Complete and permanent loss 
of sex fun@tion is an invariable consequence, 
whatever the origin of the pituitary lesion. In 
women menstruation always ceases. Only seven 
men were included in this series; all of them 
were impotent and had no libido. 


Hair.—Loss of both pubic and axillary hair 
appears to be of considerable diagnostic impor- 
tance whereas loss of axillary hair alone is not 
significant. Axillary hair is lost in a few months 
but pubic hair may persist for a year or two. 
The eyebrows tend to be thinned mostly at their 
lateral margins, as in myxedema. About half 
the patients have thinning of scalp hair. 


Skin.—Nearly always the skin is dry, smooth 
and soft, but sometimes it is scaly on the limbs. 
Striking pallor is often present, having been de- 
scribed as waxy-white or like alabaster. In some 
a lemon-yellow tinge is noted. Although anemia 
is usually present, it is not so severe as the de- 
gree of pallor would indicate.* Much of the pallor 
is due to a true interference with production 
of melanin. 


_ Facies—The characteristic facial appearance 
is emphasized by most authors.*"*'":?4_ There is 
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lack of animation, giving an expression suggestive 
of a person asleep. Slight puffiness is commonly 
present, with the pallor and thinning of the eye- 
brows completing the picture. This is at least 
partly suggestive of myxedema, and often these 
patients are mistakenly considered to have pri- 
mary myxedema. Progeria is infrequently de- 
scribed, although it was one of the features in 
Simmonds’ early writings. 


Cardiovascular System.—The heart is usually 
small in contrast to that usually seen in myx- 
edema. The electrocardiogram resembles that seen 
in myxedema, with low voltage and nonspecific 
T-wave changes. Treatment with thyroid may 
produce a return to normal. The mean systolic 
blood pressure in the series reported by Sheehan 
and Summers‘? was ‘108 mm. of mercury. How- 
ever, the pressure was found to be extremely 
labile. 


General Symptoms.—The pronounced sensitiv- 
ity to cold is emphasized. Mental torpor, loss of 
initiative and a state of placid inertia overtake 
these patients. Speech is slow, quiet, and mo- 
notonous. Rheumatism of the knee joints is fre- 
quent.%12-17 

It should be pointed out again that the clinical 
features already listed are those of full-blown 
panhypopituitarism. Gradations in severity may 
occur and a selective defect may be seen, one 
target gland being affected more than another. 
The clinical features are certainly not completely 
uniform.®?? 

The duration of this disease can be determined 
quite well from a study of postpartum necrosis, 
since it is possible to date the onset of this condi- 
tion exactly. Most of the patients live from five 
to fifteen years but some survive for as long as 
40 years.’" 

These patients appear to have an undue suscep- 
tibility to tuberculosis, and Sheehan’ postulated 
that this may be related to endocrine insufficiency. 

A grave danger facing patients with hypopitui- 
tarism is the development of a particular type of 
coma that is often fatal. This is often preceded 
by a short period of anorexia or vomiting, fol- 
lowed by a confusional state. The patient then 
becomes stuperous and lapses into unconscious- 
ness in a day or two. Localized twitchings or gen- 
eralized convulsions may occur. The blood pres- 
sure may be normal or low and the pulse is com- 
monly feeble. Respirations are shallow and the 
temperature is usually low, between 95 degrees 
and 97 degrees. Gross ketonuria is common and 
the blood sugar is extremely low in some cases 
(3 and 14 mg. per 100 ml. in two cases). Death 
may follow after twelve to thirty-six hours, but 
some patients recover spontaneously. The exact 
nature of this condition has not been fully eluci- 
dated but it is apparently associated with severe 
hypoglycemia in most cases. 
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Differential Diagnosis 


According to Sheehan and Summers,’’ “a con- 
fident diagnosis of complete hypopituitarism can 
usually be made easily from a short clinical exam- 
ination. The special tests are chiefly of value for 
confirmation of the diagnosis, assessment of the 
severity of the disease, and for academic study.” 
However, several conditions may be confused 
with pituitary insufficiency; the most important 
of these will be discussed. 


Nephrosis—Mistakes are made in this condi- 
tion chiefly because of the facial appearance ; they 
usually are rectified easily on further study. 


Severe Anemia.—Sometimes these patients are 
treated for anemia for years. They usually have 
achlorhydria and a diagnosis of pernicious ane- 
mia has frequently been made, although the ane- 
mia may be normocytic. The only way to elimi- 
nate this mistake is to have a high “index of 
suspicion.” 


Myxedema.—It is understandable that this 
condition causes confusion, since patients who 
have hypopituitarism often have myxedema. Re- 
sults of many of the laboratory studies may be 
compatible. Some authors routinely inquire into 
the possibility of postpartum necrosis and always 
obtain a roentgenogram of the sella turcica to 
exclude a tumor." 


_Addison’s Disease —Usually patients who have 
pituitary insufficiency are not pigmented, but 
this is not invariable and thus difficulty may arise. 
Conversely, patients who have Addison’s disease 
are usually, but not always, pigmented. For this 
reason One condition should always be excluded 
when making a diagnosis of the other. Perkins 
and Rynearson"' pointed out that they treated 
several patients diagnosed as having Addison’s 
disease for years before it was discovered that 
they had pituitary insufficiency. Sheehan and 
Summers” stated that about 50 per cent of fe- 
male patients with Addison’s disease lose their 
pubic hair. This produces further confusion. 
Evidence of thyroid and gonadal deficiency in 
hypopituitarism should help to clarify the diag- 
nosis. 


Anorexia Nervosa.—This condi ion is charac- 
terized by anorexia in a voung woman caused 
by a deep-seated psychic disturbance. Because 
of insufficient intake of food the patients lose 
weight, experience secondary amenorrhea and 
present a low BMR and other signs and symp- 
toms that cause confusion with pituitary insuf- 
ficiency. A helpful feature in differentiating this 
condition at least from postpartum necrosis is 
that.these women are usually nulliparous. Shee- 
han and Summers" proved that cachexia and ex- 
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treme weight loss, such as are characteristic of 
anorexia nervosa, are not part of the syndrome 
of hypopituitarism. 


Pathologic Findings 
In cases of severe pituitary insufficiency ne- 
cropsy will reveal pronounced atrophy of all the 
other endocrine glands in almost all cases. The 
findings of Sheehan,and Summers’’ will be sum- 
marized. 


Adrenals.—The cortex is extremely atrophic 
but not fibrotic. The medulla remains almost 
unaffected. The combined weight of the two 
glands averages 4.7 gm., the normal being 10 to 
15 gm. 


Thyroid.—Most commonly there is great atro- 
phy of the acini. In extremely severe cases fibro- 
sis may be extensive and in some it appears re- 
placed by a mass of dense scar tissue. The mean 
weight is 7 gm., normal being 20 to 30 gm. 


Gonads and Genital Tract—Atrophy of the 
ovaries and superinvolution of the uterus, vagina 
and vulva occur. The changes are similar to those 
occurring after the menopause, although they are 
greater in severity. Microscopically the ovaries 
show a few primordial follicles, but developing 
graafian follicles or corpora lutea are absent. 
Their combined weight is about 4 gm., while the 
normal is 10 to 15 gm. 

The testes show no evidence of spermatogene- 
sis ; the seminiferous tubules exhibit hyaline thick- 
ening of the basement membrane 4nd the inter- 
stitial secretory cells have disappeared completely. 


Other Organs.—There is striking atrophy of 
most of the viscera. This appears to be a true 
trophic atrophy, since nearly all the patients are 
of normal weight. 


Laboratory Findings 


There is nearly always a normochromic anemia 
of moderate degree, but much less severe than is 
usually expected from the pallor of the patient 
as already indicated. Eosinophilia of a mild na- 
ture is frequent, as is lymphocytosis.° 

The serum sodium and potassium are usually 
normal except when the patient is in a state of 
adrenal crisis, when the sodium will be reduced 
and the potassium increased. The serum calcium 
tends to be in the low range of normal and the 
serum phosphorus to be in the high range of 
normal. The blood urea nitrogen and plasma pro- 
teins are not altered. The blood cholesterol is 
usually normal or slightly elevated. This is in 
contrast to the usual finding of an elevated cho- 
lesterol in primary myxedema. 

The BMR is always low, usually in the range of 
—25 to —40 per cent. Treatment with thyroid 
extract produces a rise to about the normal level. 
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Gastric analysis most often reveals achylia or 
achlorhydria, but free acid may be found. 

The urea clearance ranges about 50 per cent of 
normal. The glucose tolerance test is of no value 
in diagnosis but the curve tends to be prolonged 
and rather flat.* 

Some of the special tests of endocrine function 
are of great value in the diagnosis of pituitary in- 
sufficiency and these will be commented upon in 
more detail. 

The most important criteria for the laboratory 
diagnosis of pituitary deficiency are listed by 
Wilson** as: (a) low BMR; (b) insulin sensi- 
tivity; (c) “hypoglycemia unresponsiveness” ; 
(d) negligible urinary excretion of seventeen- 
ketosteroids and (e) positive results of the water 
test. 


Insulin Tolerance Test.—This involves the 
study of the patient’s response to injected insulin. 
Patients with pituitary insufficiency characteris- 
tically have “hypoglycemia unresponsiveness,” 
which is manifested by a delay in the return of the 
blood sugar to normal.* The dose of insulin in- 
jected intravenously is usually 0.1 unit per kilo- 
gram of body weight. In the normal individual 
the blood sugar returns to fasting level in one and 
one-half to two hours, but in hypopituitarism the 
return to normal is delayed beyond two hours. A 
similar curve is obtained in Addison’s dis- 
ease.'''*-'* In primary myxedema there is a slow 
fall or insulin resistance, which is in contrast to 
the rapid fall in hypopituitarism. This rapid de- 
cline in blood sugar is a demonstration of the pro- 
nounced insulin sensitivity of these patients. Most 
authors consider that this is a dangerous test, es- 
pecially in Addison’s disease and pituitary insuffi- 
ciency, and recommend that the dose of insulin be 
reduced to 0.03 unit per kilogram of body weight. 
Deaths from insulin have been recorded in these 
patients, because of their extreme sensitivity.’’ 
Oelbaum,® in a study of several patients with pi- 
tuitary insufficiency, did not perform the test if 
the fasting blood sugar was 70 mg. or less. 


Excretion of 17-Ketosteroids.—lf the disease is 
severe, the twenty-four-hour urinary excretion of 
these substances is greatly reduced or absent. The 
excretion may be lowered by many nonendocrine 
conditions but usually not to such low values as 
are seen in hypopituitarism. In primary myx- 
edema the level may be less than 0.5 mg. per 24 
hours “in, rare instances.”1? The values listed in 
Table I are hypothetic but experience with manv 
determinations has been in general agreement. 


Water Test.—This test is based upon the fact 
that patients with adrenal insufficiency fail to 
show adequate diuresis within a given period after 
Oral ingestion of large quantities of water. The 
test is divided into two parts. In the first part the 
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TABLE I. URINARY 17-KETOSTEROIDS : HYPOTHETIC 
24-HOUR VALUES IN MG.‘ 





PE ind ac nine cadedianeneneeee 14.0 
I a a Sh a cana plata 9.0 
Female with Addison’s disease.............. 0.0 
Male with Addison’s disease............... 5.0 
Panhypopituitarism (either sex)............ 0.0 
Gonadectomined male ...... 02. .ccccccsccces 9.0 
Gonadectomized female ................... 9.0 





night volume of urine is measured, the patient. 
being requested to eat or drink nothing after the 
evening meal. The following morning the patient 
is given a specified quantity of water to drink 
(9 ml. per pound) during a forty-five minute pe- 
riod. Specimens of urine are then collected at 
hourly intervals for four hours. If the volume: of 
any single hourly specimen voided during the 
morning is greater than the volume of urine 
voided during the night, the response to the test 
is negative; such a response indicates the absence 
of Addison’s disease. If the volume of the largest 
hourly specimen voided during the morning is 
less than the volume voided at night, the response 
to the test is positive, and Addison’s disease may 
or may not be present. 

To establish the diagnosis the second part of 
the procedure should be instituted. This involves 
the calculation of a numerical factor by substitut- 
ing in a formula that has been devised. If the 
value of this factor is greater than thirty, the pa- 
tient probably does not have Addison’s disease. 
If the value is less than twenty-five, the patient 
probably has Addison’s disease, provided that 
nephritis has been excluded.*” 


ACTH Test.—In the normal person, an intra- 
muscular injection of 25 mg. of ACTH results 
in at least a 50 per cent decrease in circulating 
eosinophils in a four-hour period. According to 
Thorn and associates”® this indicates a “satisfac- 
tory adrenal cortical response and in all probabil- 
ity eliminates the possibility of adrenal cortical 
insufficiency.” Recently there has been a growing 
awareness of false negative responses to this test. 
At present the intravenous test is felt to provide 
a more accurate test. Here the patient receives 20 
units of ACTH intravenously over an eight-hour 
period. Changes in circulating eosinophils and 
urinary steroids are used as indices of response.** 


Salt Deprivation Test.—This is based upon the 
fact that normal persons have the ability to con- 
serve sodium on a low-sodium diet. Patients with 
adrenal insufficiency have a constant excessive loss 
of sodium in the urine. These patients, when giv- 
en a low-sodium diet. will be precipitated into’ an 
adrenal crisis in two to six days. The test must 
not be prolonged to actual development of crisis. 
A decrease in serum sodium and chloride, an in- 
crease in hematocrit, an increased blood urea ni- 
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trogen and a significant reduction in blood pres- 
sure constitute a positive test. The absence of this 
response renders such a diagnosis untenable. This 
is a dangerous test and should not be performed 
unless results of all other tests are equivocal.” 
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and associates* considered that these untoward 
effects may have been related to the large doses 
of ACTH used (100 mg. per day) and pointed 
out that some patients have been, maintained sat- 
isfactorily on 25 mg. a day. 


TABLE II. VARIATION IN DEGREE OF DAMAGE TO HORMONE PRODUCTION. 






































CASE | 

Hormone 1 | 3 4 5 6 

Gonadotrophin +++ | +++ 0; +++ | +++ 0) 

Thyrothrophin +++: | 0 0 ++ co ++ | 

Adrenocorticotrophin ++ 0 + | +44] 44+ | FF | 
= No damage. sw Moderate damage. 


0 
+ = Mild damage. 


The above tests are the most important ones 
involved in making a diagnosis of pituitary in- 
sufficiency. Measurement of uptake of radio- 
active iodine and determination of serum protein 
bound iodine provide other measurements of de- 
creased thyroid function. Attempted measure- 
ments of gonadotrophic and thyrotrophic hor- 
mone usually reveal their absence, which is, of 
course, direct evidence of anterior pituitary 
failure. 

Table II, taken from Oeclbaum,® summarizes 
results of laboratory investigation of several pa- 
tients with postpartum hypopituitarism and em- 
phasizes the variability of endocrine dysfunction 
in these cases. 


Treatment 


Theoretically the most desirable means of treat- 
ing insufficiency of the anterior pituitary gland 
is to replace the missing hormones. At the pres- 
ent time, however, there has been no success in 
treating patients with anterior pituitary extracts. 
Perkins and Rynearson” considered this is partly 
because the available extracts lack potency, and 
perhaps because of the development of antihor- 
mones. Present therapy then is directed at re- 
placement of the hormones normally supplied 
by the target glands of the anterior pituitary. 


Adrenal Insufficiency—Attempts to promote 
adequate adrenal function with ACTH have been 
made by many investigators,?**?® and although 
response in some cases has been very good,’ in 
general it has been unsatisfactory. It is postulated 
that the lack of good results in most cases is 
due to longstanding adrenal cortical atrophy. 
In disease of recent origin, however, ACTH 
would appear to be the drug of choice, constitut- 
ing a more nearly physiologic means of treat- 
ment. It should be noted that this therapy may 
not be completely innocuous, since Summers and 
Sheehan’® reported the occurrence of hemiparesis 
in two of their patients treated with ACTH. No 
explanation was offered for this and other authors 
do not report similar experiences. McCullough 
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Severe damage. 


At present cortisone seems to be the most sat- 
isfactory method of dealing with the adrenal 
deficit. It has the advantage of being effective 
orally. The dosage must be individualized, 12.5 
mg. per day being effective in one case reported 
by McCullogh’s group, while 50 mg. per day was 
required in another. It controls the tendency to 
hypoglycemia quite well, and also relieves the 
anemia, which is otherwise extremely refractory 
in some cases. The blood pressure usually rises. 
Thyroid medication is almost always adminis- 
tered in conjunction with cortisone. It is interest- 
ing to note that frank myxedema has developed 
in patients treated with cortisone alone and that 
this was corrected by the addition of thyroid 
extract.” 

McCullogh and associates were convinced that 
cortisone was chiefly responsible for the great 
improvement in two of their cases. 


Thyroid Insufficiency.—All authors stress the 
danger of giving thyroid extract alone to these 
patients because of the possibility of stimulating 
acute adrenal insufficiency. Thyroid apparently 
increased the relative degree of adrenal insuff- 
ciency and several deaths have been reported in 
patients treated for primary myxedema who in 
reality had pituitary insufficiency. 

Thyroid can be given safely and advantageously 
in conjunction with cortisone or ACTH, as men- 
tioned previously. The sensitivity to cold is dis- 
pelled and the BMR is raised to normal levels. 
The apathy disappears and patients become active 
and interested in things about them. The electro- 
cardiogram returns to normal. Elevated choles- 
terol levels tend to decline. Most patients require 
no more than 1 or 2 grains daily. 


Gonadal Insufficiency.—Virtually all men and 
women with pituitary insufficiency are markedly 
improved by the use of androgens, according to 
Perkins and Rynearson."! This observation seems 
to be well substantiated by other investigators. 
The anabolic property of these hormones appar- 
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ently constitutes their chief benefit, although their 
sex-hormone function is also desirable. Growth 
of axillary and pubic hair is stimulated and libido 
returns. Increase in appetite and sense of well- 
being occurs. Excellent results have been ob- 
tained in some cases with the use of testosterone 
alone.**° In fact, McCullough and associates 
stated that “in some patients we have observed the 
addition of cortisone causes little or no further 
symptomatic response and is not worth continu- 
ing.” This has been observed even in patients who 
have readily measurable evidence of adrenal de- 
fect. Methyl testosterone seems to be more effec- 
tive than testosterone propionate. Here again the 
dosage must be individualized and doses of from 
10 to 100 mg. per day have been used. 

In premenopausal women, estrogen replacement 
therapy is also utilized, such as stilbestrol, 1 mg. a 
day for twenty-five of each thirty davs. 

Sheehan and Murdock’ considered that if a 
patient can become pregnant again there is an 
improvement in her condition during pregnancy. 
They stated that after delivery normal menstrua- 
tion may begin, and the patient subsequently re- 
mains free of any evidence of hypopituitarism. 
This they attribute to hypertrophy of the remain- 
ing pituitary tissue under the influence of preg- 
nancy and its failure to regress after delivery. 
Cases of this nature are unusual and may occur in 
incomplete pituitary failure when sterility is not 
present. 


Diet.—The diet should contain liberal amounts 
of salt and some authorities recommend giving 
supplementary sodium chloride. If defects in 
electrolytes persist despite therapy with cortisone, 
thyroid and testosterone, 2 to 4 mg. of desoxy- 
corticosterone (linguets) a day may be given. 
This tends also to alleviate symptoms of weak- 
ness if they persist and also to elevate the blood 
pressure. Cook and co-workers’® said that the 
diet should be high in calories and carbohydrate, 
and moderate in protein, making certain that the 
intake of carbohydrate is not very high in any 
individual meal but is spread out over the twenty- 
four-hour period by the use of multiple interval 
feedings. Others’? stated that a regular diet with- 
out frequent feeding is sufficient. 


Pituitary Coma.—Most of these cases are asso- 
ciated with severe hypoglycemia ; intravenous ad- 
ministration of glucose usually results in some 
improvement but it must be maintained for a pro- 
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longed period (several days).’7 Cortisone appar- 
ently had a very beneficial effect in one patient 
reported on by Allott and Simmons.”° The patient 
was semistuporous and febrile. Prompt recovery 
occurred after administration of 200 mg. of corti- 
sone although glucose and desoxycorticosterone 
were also utilized. Immersion in a warm bath was 
utilized in one patient who had associated hypo- 
thermia; an apparently favorable effect ensued. 
It should be noted that some of these patients 
recover spontaneously over a period of many days 
or weeks when supportive therapy alone is given. 

In summary. the reported results of therapy in 
pituitary insufficiency are almost universally suc- 
cessful and in some cases they are striking. How- 
ever, Cook and associates cautioned that treatment 
is not simple and often proves to be unavailing 
despite all efforts of the physician. 
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 — SPITE of the encouraging advances in lab- 

oratory techniques for the diagnosis of endo- 
crine disease, there is available at the present time 
only one direct measure of pituitary function, 
namely, the demonstration of gonadotropic activity 
in the blood and urine. The clinician’s diagnostic 
acumen remains, therefore, his most effective tool 
in the evaluation of pituitary function; with the 
aid of such relatively simple determinations as the 
basal metabolic rate, blood cholesterol and per- 
haps the number of eosinophils in the blood, accu- 
rate, although indirect, assessment of pituitary 
disorders is possible. 

There are six established pituitary hormones 
for which one theoretically might be called on to 
test, namely corticoptropin (ACTH), somato- 
tropin (STH), thyrotropin (TSH), follicle-stim- 
ulating hormone (FSH), luteotropin (LTH) and 
luteinizing hormone (LH). Although all of these 
substances have been isolated in highly purified 
form, practical laboratory determination is avail- 
able only for the so-called gonadotropins. For 
didactic purposes, gonadotropins include FSH, 
LH and LTH, while gonadotropin as determined 
by the bio-assay procedures using rats or mice has 
a proved content of only FSH and LH. Whether 
LTH is involved in the results of this determina- 
tion is not known. Thus the titer of gonadoiropin, 
while it is not dependent solely on the determina- 
tion of FSH, as claimed by some, represents a 
reliable clinical laboratory method for estimation 
of pituitary gonadotropic activity. Perhaps the 
main diagnostic application of this procedure is in 





This is the twenty-first in a series of editorial reports 
sponsored by the Minnesota Society of Clinical Pathol- 
ogists and designed to foster closer relationships between 
clinicians and pathologists. 


Dr. Kilby is a Fellow in Medicine, Mayo Foundation, 
and Dr. Bennett is with the Section of Pathologic 
Anatomy, Mayo Clinic. 


824 





cases of retarded sexual maturation and certain 
sexual dystrophies wherein selective pituitary 
gonadotropic hypofunction cannot be differenti- 
ated from failure of end-organ response. In gen- 
eral, titers of gonadotropin are high in castrated 
persons, postmenopausal women, Klinefelter’s 
syndrome or hypergonadotropic eunuchoidism 
with aleydigism and in Turner’s syndrome or pri- 
mary ovarian agenesis. Gonadotropin is de- 
creased or absent in destructive processes of the 
pituitary, such as Sheehan’s syndrome. 

For practical purposes, laboratory evaluation of 
the activity of the other pituitary hormones is 
done through indirect methods. The control of 
the number of eosinophils in the circulating blood 
by the adrenal corticosteroids was initially thought 
to provide a simple evaluation of the integrity of 
the pituitary-adrenal axis and thus of corticotropic 
activity. After the administration of epinephrine, 
a decrease in eosinophils occurs; it was presumed 
that the pituitary had been stimulated to produce 
excessive corticotropin, which in turn augmented 
the production of corticosteroid, resulting in eosin- 
openia. Unfortunately, later experience has in- 
validated the epinephrine test because of the dem- 
onstration of a direct eosinopenic action of epi- 
nephrine. Indeed, the pronounced normal diurnal 
variation in the number of eosinophils in the 
blood renders the direct stimulation of the adrenal 
glands by means of the ACTH test a much less 
reliable gauge of adrenal activity than was for- 
merly believed. 

The determination of corticotropic activity in 
the blood is a relatively involved bio-assay proce- 
dure that is not yet available for general labora- 
tory use. No corticotropic activity can be dem- 
onstrated in normal persons or patients with 
Cushing’s syndrome, whereas corticotropin is con- 
sistently present in the blood of patients who 
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have Addison’s disease or the adrenogenital syn- 
drome; it is present in some patients with acro- 
megaly. 

Perhaps the best tests for the evaluation of the 
adequacy of pituitary corticotropic activity in the 
absence of known primary adrenal disease are the 
determinations of the 24-hour urinary excretion 
of 17-ketosteroids and corticosteroids. In the 
presence of diminished amounts of these steroids, 
parenteral administration of corticotropin 
(ACTH) will cause an increase of the urinary 
steroids in patients who have pituitary failure. 
The rate of recovery of steroid production will, of 
course, depend on the degree of adrenal inactivity 
imposed by loss of normal pituitary stimulation. 
On the other hand, no method is available for the 
direct measurement of excessive corticotropic 
activity in the presence of a responsive adrenal. 
The hypothetic result of such a disorder would 
be Cushing’s syndrome or the adrenogenital syn- 
drome. Although the majority of patients who 
have Cushing’s syndrome are thought to be suf- 
fering from a primary disorder of the adrenals, 
the few who have undergone remission after irra- 
diation of the pituitary may be examples of corti- 
cotropic hyperactivity. 

The accurate assessment of thyrotropic activity 
remains largely a function of clinical diagnosis. 
Pituitary myxedema is the clinical counterpart of 
decreased thyrotropic activity. While this secon- 
dary type of myxedema may be accompanied by 
other stigmas of hypopituitarism, it may present a 
difficult problem in differentiation from primary 
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thyroidal failure. In addition to the presence of 
normal or decreased values for blood cholesterol, 
the administration of thyrotropin to these patients 
will restore sufficient thyroidal ‘function to cause 
significant increase in the uptake of radioactive 
iodine. In primary failure of the thyroid one 
would expect no alteration of thyroidal function 
after administration of thyrotropin. The many 
theories involving excessive amounts of thyrotro- 
pin or the presence of abnormal types of this hor- 
mone in exophthalmic goiter go untested because 
of lack of a direct technique for the measurement 
of TSH. Investigations still in the experimental 
stage involving the action of TSH on the meta- 
morphosis of tadpoles have not proved adequate 
in the clinical laboratory. 

The effects of excessive production of somato- 
tropin are usually so dramatic that little need ex- 
ists for dependence on the clinical laboratory. 
Often, however, it is desirable to know whether 
or not the process is still active in acromegalic 
patients. The presence of hyperglycemia and hy- 
perphosphatemia is a reliable indicator of a con- 
tinued increase in somatotropic activity. 

The complex protein nature of the pituitary 
hormones and the minute quantities required for 
the performance of their spectacular tasks con- 
tinue to defy their direct practical laboratory ex- 
amination, with the exception of the gonado- 
tropins. However, a high degree of accuracy in 
clinical endocrinologic diagnosis is attained by 
the astute physician despite the meager help 
available from the laboratory. 
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President’s Letter 


A TIME FOR REFLECTION 


_ This time of year—the time of harvest and gathering of crops—is the tradi- 
tional time to be thankful. And yet it makes us wonder at times why it should 
be necessary to set aside a special day just to be thankful. 


For, a special day to be thankful should not be necessary at all—we should be 
thankful day by day. The current popular song “Count Your Blessings,” which 
may be patterned after the old-time hymn, is certainly appropriate now. 


Thanksgiving is a time for reflection on all the things for which we should 
be thankful. We of the medical profession have no cause for complaint on this 
line, in spite of certain setbacks in our path. 


Recently I have had the opportunity of hearing a first-hand report on medical 
and hospital conditions in the Scandinavian countries and it made me sincerely 
grateful that I have had an opportunity to practice medicine without government 
interference. I am thankful too, that the profession here is alert to the dangers 
of such interference, and that we have fought for anything which eliminates 
such a threat. 


We can be thankful for strong leadership—in government, in civic affairs, in 
schools, in churches and in all the voluntary organizations which make this country, 
itself, a respected leader in world affairs. 


We can reflect on all the ordinary, mundane, commonplace things, which work 
for our benefit daily, and which we all take for granted as our right. But these 
things, so treasured in many other places in the world, are among the most im- 
portant in our lives. Such things as the right to worship as we wish, the right 
to think and say things we feel, the right to meet in a group publicly, the right 
of privacy, and the right of protection against oppression, are all among this 
group of things for which we should be eternally thankful. 


There are certain material things which cannot be overlooked in the counting 
of blessings. Necessities and luxuries both are provided in America in great 
abundance, and their availability has come to mean a tremendous rise in the 
standard of living over the years. For this, too, we should give thanks. 


But most of all, we of the medical profession should thank our Maker for 
the opportunity of benefiting from the great good spirit of the vast majority of 
our colleagues. A trend has been developing—a trend toward a new and necessary 
emphasis on the value of the general practitioner and all that he has been endowed 
with by tradition. He has come into new and well-founded prominence, and his 
contribution to the extreme good health of this nation cannot be underestimated. 


With all these blessings, a grateful nation officially gives thanks this month, 
and we can hope and pray that a watchful nation will make sure that these 
enormous advantages will forever bless us. 


A Aa 


President, Minnesota State Medical Association 
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THE IMPORTANCE OF STATISTICS 
TO THE PHYSICIAN 


I N the most general sense, statistics are ob- 

servations or data affected by a multiplicity 
of causes. Such observations are the essence of the 
examinations we make in daily practice. A series 
of statistical facts comprises our case records. 
Some are qualitative, some quantitative. We can- 
not ignore our qualitative observations, yet when 
possible we substitute quantitative measurements 
for qualitative descriptions because we are inter- 
ested in the degree or extent of any given abnor- 
mality and wish to record it as precisely as pos- 
sible. Statistical methods are primarily concerned 
with evaluations of such quantitative observations, 
though methods are available also for utilizing 
qualitative information. 


Given an accumulation of such observations, we 
require a means of talking about the data mean- 
ingfully. The tools available to us are the various 
statistical techniques, which are no more than logi- 
cal summarizing processes. Statistical methodology 
is simply the language of observation. It tells us 
no more than is inherent in the original facts. 
However, it simplifies the handling of the data 
and enables us to draw reasonably exact conclu- 
sions. 

It also protects us. We avoid ignoring any as- 
pect of the data, and, if we don’t abuse the method, 
we are prevented from overestimating or under- 
estimating the significance of our results. Further- 
more, if we pose a question we want to answer, 
and think through our experiment and methods 
of analysis before we set out to collect the data, 
we are helped greatly by the exact requirements 
set by the methods. They help us to crystallize our 
problems, to isolate what is relevant and exclude 
what is irrelevant. 

Familiarity with the general concepts of statis- 
tical methodology is of obvious importance to us 
in compiling and presenting data for publication 
or in evaluating published reports. We are all con- 
cerned since today the critical reader of medical 
literature must be as informed as the critical 
writer. 
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Whether we are assembling data for publica- 
tion or simply drawing deductions from our own 
clinical experiences, three recurring factors in- 
fluence our impressions, evaluations, or conclu- 
sions—viz. the amount of variation in our obser- 
vations, the extent to which we select our mate- 
rial consciously or unconsciously, and the ade- 
quacy of our control comparisons. A_ single 
description of a phenomenon not previously recog- 
nized is generally a contribution of value. How- 
ever, beyond the initial description we are usually 
concerned with variations of the phenomenon in 
other cases. In most circumstances in medicine and 
biology, then, we record the variations in some 
measurement. In drawing conclusions from our 
observations, whether for purposes of simply de- 
scribing the group or for purposes of contrasting 
one group with another, we must have clearly in 
mind the extent of variation of our data. The 
variability of the data is in fact as important to 
know as the typical finding. It is the variability 
primarily that determines the number of cases one 
must observe before making a_ generalization, 
though the extent of one’s inductions is also im- 
portant. There is no set minimum number of 
cases that one must use to make a given point. 
Generally in medicine approximately thirty to fifty 
cases will represent fairly well the range of varia- 
tion to be expected with a typical quantitative 
variable. However for some purposes several hun- 
dred observations may be necessary and for others 
eight to ten may be sufficient. It is wise as a prac- 
tice to be wary of conclusions drawn from a few 
cases. 

Each of us accumulate clinical impressions from 
his daily experience. What we observe ourselves 
we accept most readily. Yet our personal impres- 
sions are very susceptible to error. In most in- 
stances the experience of any one of us is limited 
and does not cover the possible variations of a 
disease. Selective processes strongly influence us. 
The mere fact of the patient’s seeking the physi- 
cian is a step in the selective process, and hospitali- 
zation is a further step. Over and above such 
physical processes of selection which determine the 
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nature and extent of our individual experiences 
are our psychological reactions. Even though our 
experiences be broad, our minds are selective. 
Without systematic tabulations, we tend to em- 
phasize some items and exclude others. How many 
of us have not had the experience of gathering 
impressions as we collect our data and finding 
them erroneous in various respects when we make 
the final objective analysis? The errors we make 
in generalizing from our clinical experiences are 
thus both statistical and psychological, with the 
latter perhaps predominant. 

Selection is intimately linked with the problem 
of control observations. The importance of both 
is most evident in clinical trials of therapeutic 
agents. The typical study compares a new therapy 
with some standard therapy or control situation, 
avoiding selection of cases in building the test 
group. We have introduced few therapeutic agents 
whose effects have been so phenomenal in con- 
trast to previous failures as to obviate the need 
for a controlled study. For many illnesses we find 
multiple therapies advocated. This in itself is evi- 
dence of our need for controlled observations, 
since one medication or a related group of medi- 
cations is generally sufficient when our treatment 
is specific. A positive claim for a new therapeutic 
agent is easily made but proved or disproved with 
difficulty. As a result we have vogues in therapy 
such as we have observed and are presently ob- 
serving in the case of hypertensive vascular dis- 
ease. We need more skeptics who will resist the 
claims of published reports and pharmaceutical ad- 
vertisements and demand controlled observations 
before using a drug. It is sobering in this respect 
to read the analysis of Ross (J.A.M.A. 145 :72, 
1951) who analyzed 100 unselected articles then 
current in leading medical journals and, despite a 
liberal interpretation, found only one-fourth with 
adequate controls. 

Under the best of circumstances, truly con- 
trolled studies are difficult to arrange in clinical 
medicine. What we desire is identity of the ex- 
permental and control groups except with respect 
to the agent being evaluated. If we are careful, 
we try to match our groups in all conceivable 
significant ways; however, because a multiplicity 
of interrelated factors is ever present in the back- 
ground, we must recognize that unknown factors 
may operate despite our precautions, and the ef- 
fect we observe may result from some unforeseen 
source of variation rather than the therapeutic 
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agent. This is the primary reason that concurrent 
rather than retrospective controls are almost es- 
sential, and that random allocation of subjects to 
control or experimental groups is highly desirable. 
Given the completed study with all such precau- 
tions incorporated, it is still wise to seek alterna- 
tive explanations for the differences observed be- 
fore attributing them to the variable under con- 
sideration. 

The interpretation of variations in symptoms, 
signs, and tests every day in arriving at clinical 
diagnosis is another circumstance where familiari- 
ty with statistical concepts may help us. This is 
an unexplored and difficult field for objective sta- 
tistical evaluations. Yet as physicians we are re- 
quired to weigh, relate,“and combine several vari- 
ables each time we make a diagnosis. The process- 
es we use in arriving at our diagnoses are essen- 
tially statistical, though subconsciously so. If we 
could objectify some of the thought processes that 
pass under the name of clinical experience or 
ingenuity, we might all anticipate more diagnostic 
successes. 

Consciously or unconsciously, we base our clini- 
cal diagnoses primarily on the patterns that vari- 
ous diseases manifest. In assembling the findings 
that make the pattern, the expert knows when to 
attach much or little significance to a particular 
finding. He weights the variables appropriately. 
Remembering a specific case is but linking the 
pattern to the case. For any given disease, the 
variations in patterns are great. The extreme 
variants come to us as unusual cases. Such in- 
stances with unusual manifestations, often involv- 
ing a common disease, are among our most diffi- 
cult diagnostic problems. 

Our mistakes in diagnosis revolve about our in- 
terpretations of patterns. We may omit an im- 
portant variable by failing to elicit a given finding. 

This happens most commonly, not because we 
do not recognize the abnormality but because we 
simply do not look for it. It illustrates the value 
of a systematic examination. We may misinterpret 
the significance of various findings, overestimating 
some and underestimating others. Our emphasis 
or weightings are then inappropriate. Sometimes 
the full pattern is not manifested, and we are 
unable to classify the illness. Often we fail to 
think of all the possibilities that have patterns 
similar to that observed. In particular, we are less 
likely to think of the rare diseases. As we must 
have systematic examinations, so must we have 
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systematic appraisals. Such systematization is 
equally valuable in prognosis where we commonly 
recognize the importance of individual variables 
yet do not utilize them fully in our evaluations. 
Delineation and classification of the patterns of 
diseases will emerge from studies of interrelation- 
ships among the various manifestations we record. 
Such clearly defined patterns in diagnosis are pre- 
requisite to objective checking systems. Given 
these checking systems, we may expect to minimize 
our errors of omission, which are perhaps the 
largest source of our mistakes in diagnosis and 
prognosis. 
Leste ZiEvE, M.D. 


REDUCING NEONATAL MORTALITY 


Ler us consider these statistical facts: 

1. More deaths occur during the first year of 
life than in the total of the next thirty-four years. 

2. Although only about 6 per cent of Minne- 
sota infants are born prematurely, the mortality 
among these babies is so high that it accounts for 
more than one-fourth of all infant deaths in this 
state. 

3. Of all the deaths that occur during the first 
year of life, 75 per cent are within the first twen- 
ty-eight days, the Neonatal Period, the most crit- 
ical period of life. 

4. During the neonatal period, immaturity is 
responsible for more than one-third of all the 
deaths. 

5. Infant and neonatal death rates have shown 
a continuing decrease during the past several dec- 
ades. 

6. The reduction in the number of deaths has 
been much greater during the postnatal period, be- 
tween one and twelve months, than during the 
first month of life. 

In view of these facts, if we are to reduce in- 
fant deaths further, we must reduce the number 
of deaths in the neonatal period. The chief cause 
of death in this early period is immaturity. It 
ranks eighth among the ten leading causes of 
death in all age groups in Minnesota. Other 
causes of death in the neonatal period are con- 
genital anomalies, infection, and erythroblastosis. 
The challenge is to all physicians, but particularly 
to those practicing obstetrics and pediatrics. In 
Hennepin County, the challenge is being met in 
part by the current mortality study. 

One-third of all neonatal deaths are associated 
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with obstetrical complications. Adequate prenatal 
care for every pregnant woman thus becomes im- 
portant. Necessary hospitalization and expectant 
supportive treatment continued as close as possible 
to term should help reduce neonatal mortality by 
reducing obstetrical complications. Caesarian sec- 
tions that must be done before term for the bene- 
fit of the mother frequently result in neonatal 
deaths. There is always danger of obtaining an 
immature infant when elective sections performed 
because of pelvic disproportion or previous section 
are done too early. In the Hennepin County study, 
most of the deaths of infants delivered by section 
were due to abnormal pulmonary ventilation with 
resulting anoxia. (Almost 40 per cent of all neo- 
natal deaths in Hennepin County in 1952 were 
due to abnormal pulmonary ventilation. This term 
was coined by Edith Potter and refers to deaths 
of infants who show no specific disease other than 
in the lungs; i.e., hyaline membrane disease and 
atelectasis. ) 


The significance of birth weight in survival is 
evident because less than 1 per cent (0.6 per cent) 
of full-term infants die during the ‘first twenty- 
eight days of life while almost 20 per cent of all 
immature infants die during that period. The 
chance of a full-term infant’s surviving the neo- 
natal period is thus about thirty-two times greater 
than that of a prematurely born one. One-half of 
the immature infants who die, do so in the first 
twelve hours of life; 80 per cent of them die in 
the first forty-eight hours after birth. 


Further reduction in neonatal mortality re- 
quires improvement in prenatal care beginning 
early in pregnancy. The intrauterine existence of 
the infant must be continued as close to term as 
possible to reduce the incidence of immunity. 
The prematurely born infant must be treated 
promptly and adequately. Prenatal, obstetric and 
newborn records must be complete and accurate. 
Every infant and fetal death should be studied by 
adequate autopsy. At the recent Fourth Governor’s 
Conference on Children and Youth in Minneapo- 
lis, Dr. Martha Eliot, Chief, U.S. Children’s 
Bureau, stressed the value of maternal and neo- 
natal mortality studies in the reduction of mor- 
tality in Minnesota. A continued and more ex- 
tensive neonatal mortality study as well as an 
intensive study of fetal deaths will help further 
to reduce infant and neonatal mortality in this 
state. 

A. B. RosenFIELD, M.D. 
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ARE INTERNSHIPS TOO EASY? 


T APPEARS that many of today’s interns 

do not appreciate the reason for their twelve- 
months’ tour of duty. They seem to consider their 
internship an obstacle in the way of better things. 
When we watch them arrive at the hospital in 
the morning, later than most of the staff con- 
sultants, and when we stop at the hospital on the 
way home from the office to see a sick patient and 
discover that most of the interns are already 
through for the day, we wonder whether any- 
body has ever stopped to tell these recent medical 
school graduates why they are required to spend 
twelve months working in a hospital. 


Do these young physicians realize that in their 
internship they are finally given a chance to apply 
the various theories and principles to which they 
have been exposed during their medical school. 
After spending many years on the so-called back- 
ground of their medical training, they are actually 
given a chance to heal the sick. Of course, in a 
good internship, this is done under supervision. 
The extent of the supervision varies considerably. 
In private hospitals, the actual care of the patient 
is usually done completely by the staff physician. 
The intern acts as an assistant and an observer. 
However, this need not detract from the value 
of this type of training, for the intern is imme- 
diately concerned with the day-to-day care and 
the detailed management of his sick patient. It is 
during this period of a doctor’s training that he 
usually decides how he is going to do things when 
he has complete responsibility for the care of a 
patient. 


This valuable period must necessarily be short. 
Those who are heading for a specialty must move 
on to residency training. Those who are planning 
to go into general practice must get ready to start 
that practice. These young doctors must progress 
to a situation where they are given more respon- 
sibility than is allowed a doctor just out of medical 
school. The intern will get the most out of his 
brief period if he is as busy as possible. When 
someone objects to an internship because it leaves 
little time for reading, he is actually stating that 
he has a worthwhile appointment. 


An intern can learn most about the manage- 
ment of a hospital patient by following carefully 
the people for whom he is responsible. This can 
best be done by making rounds. The house officer 


830 


EDITORIAL 





has to make his own rounds in addition to thos: 
on which he accompanies the staff consultant. In 
addition to studying his own patients, an intern 
must take note of any rare or interesting condi- 
tion in the hospital, even though such a patient 
may be another intern’s responsibility. The doctor 
who has seen and remembers cases of the unusual 
is ahead of the one whose experience rests with 
only the routine situation. 


Many hospitals tend to relieve the intern of 
such technical procedures as starting intravenous 
infusions and passing stomach tubes. This is not 
in the best interests of the man in training. These 
are technical procedures, and the only way to be- 
come skilled in them is-to repeat them many times. 
Even if the doctor practices in a hospital where 
there are nurses or interns to do all this work for 
him, he will find that the difficult patients are al- 
ways saved for himself. If he is not proficient in 
these procedures, he will be less skilled than his 
nurse. 


The numerous histories and physical examina- 
tions cause as much objection by the interns as 
any part of their training. Medical educators will 
agree, however, that this is one of the most valu- 
able parts of an intern’s training. Undoubtedly, 
most mistakes in the practice of medicine are due 
either to an inadequate or to an unsatisfactory his- 
tory and physical examination. Practice improves 
the ability to perform this task. It is during his 
internship that the doctor should learn the dif- 
ference between a complete history and a detailed 
medical school type history. No matter what 
branch of the practice of medicine an intern en- 
ters, if he has learned how to take a good history 
and do a good physical examination rapidly, he 
will be a better doctor. 


Although formal lectures and clinics are the 
least important part of his internship, he should 
make it a point to attend those given by the staff 
of his hospital. Usually, these illustrate a problem 
related to a patient under his care and, further- 
more, they give him a chance to learn how the 
members of his staff feel about particular prob- 
lems. By far the most important demonstration 
to which he will be exposed is that which occurs 
in the postmortem room. The percentage of nec- 
ropsies has justly been given an important place 
in the rating of a hospital for training. 
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In order to get all these things done, the intern 
uiust have his day organized. His time off should 
be taken only after his work is done. Obviously, 
this is a full-time job. The innumerable calls and 
emergencies are going to disrupt the best laid plans 
of organization for the day. The day soon ex- 
tends into night, and it is apparent that he is try- 
ing to crowd into twenty-four hours what just 
doesn’t seem to fit there. That is as it should be. 
In order to carry out this crowded program, little 
time remains for extracurricular activities. How- 
ever, a good internship is so important in the 
making of a good doctor that there should not 
be any extracurricular activities during this 
period. An internship should be considered not as 
a job but as a temporary way of life. This sounds 
like a grim prospect to some medical school gradu- 
ates, but, in addition to the knowledge of medicine 
gained from such a program, the recent graduate 
also has the opportunity to decide whether he 
wants to spend his life in the hurly-burly of the 
practice of medicine or whether he would rather 
continue his career in one of the more academic 
fields of medical science. 


Jos1aH Futter, M.D. 


ACCIDENTS, NUMBER 1 KILLER 
OF CHILDREN 


VERY doctor of medicine in Minnesota fully 
realizes that accidents are the Number 1 
killer of our children. Although tuberculosis, con- 
tagious diseases, rheumatic fever and acute infec- 
tions still take their annual toll of children, they 
no longer are at the head of the list. This im- 
provement is very much to our profession’s credit. 
Accidents as the killer of children, on the other 
hand, are on the increase. This situation consti- 
tutes a major challenge to us practicing physi- 
cians; we have a moral obligation to help eradi- 
cate accidents as well as we have eradicated diph- 
theria. This we can do through safety education, 
first of ourselves and later of the families in our 
individual practices. 


During. the next several months a series of 
articles will appear in MINNEsoTA MEDICINE call- 
ing attention to safety education. Home accidents, 
a statistical review, is the beginning. Other con- 
tributions will include poisons, burns, farm acci- 
dents, aspiration and asphyxiation, gun shot 
wounds, motor vehicle accidents, drownings, et 
cetera. 
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In this way, your editorial board trusts that 
you will be repeatedly reminded of the physi- 
cian’s responsibility to reduce the ravage of chil- 
dren by accidents. Your self-scrutinizing question 
must be: 


Are you administering the new safety vaccine? 


TaGUE CHISHOLM, M.D. 


MUNICIPAL BONDS AND THEIR 
ROLE IN A DOCTOR’S ESTATE 


| investing for income, municipal bonds should 
play an important part in a doctor’s plans for 
his estate ; first, during his earning years, and later 
in his estate when his professional earnings are no 
longer a factor. With our income tax structure 
still at high levels, the tax-exempt municipal bond 
constitutes a form of investment which provides 
“take-home” income that is most gratifying in 
comparison with other types of investment. 


First, a doctor may be too busy with his prac- 
tice to make an adequate study or may not want 
to take unusual risks in placing his funds in other 
forms of investment, so a program -of purchase 
of good municipal bonds, second only to Federal 
Government securities in history of payment, gen- 
erally speaking, offers a sound medium. Then, 
too, there are periods during a doctor’s invest- 
ment years as a stock buyer when the market 
may be topping off. At such a time, what could 
be more logical than a consolidation of profits by 
a switch of investment into tax-exempt bonds? 
An application on one’s tax rate should be made 
to give a correct picture of the worth of what 
appears as large dividend income from equities. 


There are currently so many forms of municipal 
obligations, it might be well first to consider limit- 
ing investment in those which are general obli- 
gations and payable from ad valorem taxes or 
payable from such primary revenue sources as 
water, electric, gas, and sewer service. There are 
others which have merit with adequate principal 
and interest coverage, but careful analysis should 
be made through an investment banker who has 
access to first-hand information. When one con- 
siders the assured “take-home” income of tax- 
exempt municipal bonds, it is not necessary to 
reach for the larger rates of yield available to be 
well compensated. The following will illustrate 
the ample advantage in contrast with taxable in- 


(Continued on Page 834) 
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PHYSICIANS NUMBER 
ALL-TIME HIGH 


A record graduation of 6,861 physicians dur- 
ing the past year by our nation’s medical schools 
has boosted the ratio to an all-time high of one 
physician for every 730 persons in the United 
States. This ratio will be lowered even more 
in the next few years as the number of medical 
graduates is expected to rise due to the con- 
tinued expansion of the country’s medical 
schools. 


This information is from the fifty-fourth an- 
nual report on medical education in the United 
States by the American Medical Association’s 
Council on Medical Education and Hospitals. 
The report states that today’s physician popula- 
tion has now reached approximately 220,100. 
Other highlights of the report are: 


“Enrollment of 28,227 is largest number of medical 
students in the history of U. S. 

“Freshman class enrollment of 7,449 also is a record. 

“More than 76 million dollars was spent during 
1953-1954 for new facilities, remodeling or completion 
of buildings for medical instruction. 

“Budgets for medical schools during 1954-1955 total 
more than 143 million dollars. 

“21,328 physicians did volunteer teaching without pay 
during the year. 

“Ten new four-year schools are in construction or 
planning stages and will be in operation within the next 
few years.” 


In conjunction with this, figures have been re- 
leased on the latest contributions to the Amer- 
ican Medical Education Foundation—dedicated 
to give funds to American medical schools. <Ac- 
cording to a recent news bulletin from the Amer- 
ican Medical Association, “Several large con- 
tributions from state medical associations have 
boosted the American Medical Education Foun- 


dation nearer to its goal of two million dollars 
in 1954.” 
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States Increase Dues 

Several state medical associations have voted 
to increase members’ dues for contributions to 
the American Medical Education Foundation. 
Ohio took this action some time ago, and re- 
cently the state medical associations of Arizona 
and Utah have followed this example. A con- 
tribution of $100,000 was presented from the 
California Medical Association, and the Arizona 
Medical Association contributed $7,230 to the 
fund. 


Since January 1, 1954, the Foundation has re- 
ceived a total of $968,000 and expected to reach 
the one million mark in September. 


HOSPITAL EXPENSE SOARS 
RESULT: SICK HOSPITALS? 


A recent article in the Wall Street Journal re- 
ports that American hospitals are suffering from 
a sickness found difficult to cure: soaring costs. 
And the result will probably be more fee raises 
for patients, to offset the deficit. 


The American Hospital Association reports 
“it cost general hospitals $21.09 a day last year 
to care for the average patient whose bill came 
to $19.49 a day, the deficit being covered by 
charitable contributions and government grants. 
In some high-cost areas such as California and 
Connecticut, the average daily cost of institu- 
tional bed and board is edging close to the $30- 
a-day mark. 


Reasons Cited 


The article states that hospital deficits are 
swelling as the average deficit per patient is 
multiplied by an ever-growing stream of sick 
folk making use of hospital facilities. Admis- 
sions in 1953 totaled 20,183,827, almost triple 
the number 20 years ago. 
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Take Steps to Reduce Costs 


Many hospitals are using industrial methods 
in an attempt to reduce costs of hospital care. 
Many are installing more efficient communica- 
tion systems to save nurses from walking back 
and forth to patients’ rooms so much. They’re 
installing more automation in hospital laundries, 
too, and hiring lower-paid clerks to relieve nurses 
of much of their paper work. But the con- 
sensus among typical hospital superintendents 
is that any economies resulting from these in- 
novations still cannot be expected to offset en- 
tirely their rise in labor costs. 

“It’s an unhappy fact, but about the only 
direction that costs can go is up,” states a spokes- 
man for the AHA. “We’re taking some sat- 
isfaction that the increase in the last year ($1.60 
a day per bed) is the smallest of any year since 
the war.” 


Shortened Stay Costly 


The shortened stay of the hospital patient of 
today, now about eight days on the average com- 
pared with two weeks or more in 1929, also 
lessens a hospital’s chances to break even. Why? 
A hospital superintendent says: 


“We used to make a little money on the patient while 
he was recuperating, just lying in bed not-~ requiring 
much attention. Now, take an appendectomy, for ex- 
ample. The first day he is taking all sorts of tests; the 
second day he is operated on and requires all sorts of 
attention; the third day we have to watch him closely; 
then the next day he is up taking a few trial steps and 
we have to be careful that the stitches don’t break. After 
that he goes down to pay his bill, a dead loss every day 
he has been in our hospital.” 


Labor Costs High 


Another hospital superintendent says that it’s 
the rising cost of hospital labor that has hos- 
pitals licked. They can’t cut costs faster than 
the rise in wages. 

The Journal states that “since 1946, the num- 
ber of hospital employes per 100 patients has 
soared from 148 to 183 on the national average, 
while pay scales have doubled. The increase 
in employes results both from the more inten- 
sive care now given patients and the shortening 
of work weeks to meet the competition of private 
industry. 
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Opposite Views Expressed 


Speaking at the convention of the American 
Hospital Association, Benson Ford, president of 
Detroit’s 650-bed Henry Ford Hospital, stated: 


“There is room for improvement in the purely eco- 

nomic performance of most hospitals—particularly in 
the purchasing and house-keeping departments. 
If it makes sense for industry to spend $20 or $30 to 
save $50 or $100, it should make sense in the hospital. 
And I suggest that the profit motive might be put to 
work in hospital administration with highly rewarding 
results.” 


But, a hospital superintendent reacted this 
way: “If Mr. Ford were a hospital superin- 
tendent he would be tearing out his hair at the 
end of the first month.” The superintendent 
went on to describe the contrast in scope of a 
hospital’s work and certain phases of industry: 


“He has about five basic models of cars to make. We 
have 150 or more models every day—human beings and 
sick ones at that, who can’t be handled on an assembly- 
line basis. We're also called on to run a good-sized 
laundry, a restaurant, and a peculiar one at that with 
every diet different, provide a work shop for a group 
of very individualistic doctors, operate a collection 
agency, a labor recruiting office, and a purchasing agency 
all at the same time. No, we can’t switch over 100 
per cent to industrial methods. Our No. 1 job is to 
keep the patient happy and healthy.” 


Prepayment Helps 


The rise in hospital expenses has been ob- 
scured to some extent by the phenomenal growth 
of prepayment insurance plans, which now cover 
two-thirds of the population. And, the Journal 
explains, even here distress is being felt as premi- 
ums have had to be increased or benefits cut be- 
cause of rising claim costs. Prepayment does 
not seem to have been able to catch up with the 
rising costs in hospitals and the resultant rise in 
individual patient fees. 

A Farm Bureau health section official, whose 
organization has signed up a large number for 
perpayment hospital contracts, sums up the sit- 
uation thusly: “Farm people recognize the ben- 
efits they received from advances in medical sci- 
ence in the last decade, but there is a limit to any- 
thing and we view with great concern the cur- 
rent upward climb of costs.” 
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INDIVIDUALISM VERSUS 
SOCIAL SECURITY NOTED 


A recent article in The Freeman, by Hel- 
mut Schoeck takes special notice of. American 
trends regarding individualism as contrasted to 
the collectivism of social security. The article 
states that “through tax deductions for insurance 
savings, Americans could build up their indi- 
vidual programs for true social security without 
surrendering to Welfare State paternalism.” 


Lamenting a little over what seems to be a 
decrease in the individualist tendency in America, 
Mr. Schoeck, quoted in a recent issue of Jnsur- 
ance Economic Surveys, reiterates the words of 
Dwight D. Eisenhower in 1949, when he was 
president of Columbia University. He calls 
Eisenhower’s words among the clearest expres- 
sions of the individualist philosophy : 

“Millions of us, today, seem to fear that individual 
freedom is leading us toward social chaos .. . that 
we have reached the point where the individual is far 
too small to cope with his circumstances; that his life- 
long physical security against every risk is all that mat- 
ters. More than this, we hear that such security must 
be attained by surrendering to centralized control. .. . 
On every account the fearful men are wrong. More 
than ever before, in our country, this is the age of the 
individual. . . . The modern preachers of the pater- 
nalistic state permit themselves to be intimidated by 
circumstances. Blinding themselves to the inevitable 
growth of despotism, they — cravenlike — seek, through 
government, assurance that they can forever count upon 
a full stomach and warm cloak, or—perhaps—the sin- 
ister-minded among them think, by playing upon our 
fears, to become the masters of our lives.” 

According to the article, far less publicity was 
given to another, and quite contrary, develop- 
ment at Columbia University around the same 
time. It, too, is worth recollecting, the article 
states, for it represents on the highest level that 
march toward the Welfare State that would 
trample and obliterate the statement above quot- 
ed. This event was the publication of a report 
of The American Assembly on Economic Secu- 
rity for Americans, which organization was in- 
filtrated by proponents of the all-inclusive Wel- 
fare State. 

The report brings in the usual argument of the 
“increasing complexity of our economic system” 
that makes it impossible for the individual to take 
care of himself. Mr. Schoeck states: “Now it 
is difficult to imagine quite how a government 
agency in Washington, being responsible for the 
lifelong security and welfare of some 165 mil- 
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lion citizens, should be better able to cope with 
‘complexities’ than each family, community, and 
private enterprise insurance company. This 
would assume the existence therein of a divine 
mind, above and unlike the rest of us. And in- 
deed the Report seems to envision just such a 
divine fatherly agency to cope with the dragon 
of complexity. For it goes on to declare that ‘A 
security program, wisely conceived and fairly 
administered, can, indeed, provide the necessary 
economic foundation for high national morale.’ ” 

Mr. Schoeck suggests a way for government 
and legislatures to truly help people in building 
up their own individual security program: It is 
full and unlimited deduction from taxable income 
of all premiums paid for health, income, life and 
annuity policies. In conclusion, he says: 

“I should like to add a question for those who ap- 
plaud the maximization of ‘social security’ by compulsory 
coverage of even the well-to-do groups who don’t need 
it. Did it ever occur to them that our left-wingers and 
radical equalitarians will have a much better argument 
for demanding a strict equalization of income and wealth 
as soon as everybody has his equal ‘social security’ pro- 
vided by the central government?” 





MUNICIPAL BONDS 
(Continued from Page 831) 


come from other sources, based on rates under 
present tax laws: 


Taxable Equivalent Yields 
Income Brackets—Thousznds of Dollars 





Tax-Exempt 10to12 20to22 26to32 4 to50 
Yields 38% 56% 62% 72% 
2.25% 3.63% 5.11% 5.92% 8.04% 
2.50% 4.03% 5.68% 6.58% 8.93% 
2.75% 4.44% 6.25% 7.24% 9.82% 
3.00% 4.24% 6.83% 7.89% 10.71% 


Figures at the top of columns are the net tax- 
able income brackets and the combined normal and 
top surtax rates applying to such brackets. The 
rates shown are applicable to taxpayers filing 
single returns. To find the taxable equivalent 
yield for taxpayers filing joint returns, divide 
the entire surtax net income by two. Further 
benefit accrues to the resident holder of Minne- 
sota municipal bonds by exemption from our own 
state income tax. 

At all times, it is well to remember that the 
eventual return of your money is more important 
than the return on it. 

BERNARD B. KNopP 


The First National Bank of Saint Paul 
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THE MINNESOTA PROGRAM 
ON ALCOHOLISM 


Physicians have long realized that chronic al- 
coholism is primarily a medical rather than a 
social or moral problem. Minnesota’s first health 
officer, Dr. Charles N. Hewitt, recognized the 
seriousness of the problem and the futility of the 
methods then used in dealing with the alcoholic. 
In his report to the State Legislature in 1872, 
Dr. Hewitt urged that alcoholism be recognized 
as a disease and that other means than fines and 
jail sentences be provided for its treatment. 


Chronic alcoholism is also a public health prob- 
lem by virtue of its “social magnitude, its essen- 
tially medical nature, and the fact that promis- 
ing practical scientific methods of attack are now 
available.”’* 


About 80,000 Minnesota residents are among 
the four million Americans directly affected by 
alcoholism. But alcoholism is a progressive con- 
dition that takes from ten to fifteen years to 
develop, the vast majority of alcoholics are be- 
tween thirty and fifty-five years of age—a tremen- 
dously significant period in terms of the family, 
occupation, and social responsibility. 


Although the Willmar State Hospital has for 
many years been designated as the treatment cen- 
ter for alcoholics in Minnesota, it was not until 
1951 that the State Legislature formally recog- 
nized alcoholism as a medical and public health 
problem. A special commission was appointed 
in that year to study the matter. As a result 
of the findings of that commission, the Legis- 
lature in 1953 established a program to combat 
alcoholism. 


This program centers in the Minnesota De- 
partment of Health. It is directed by a nine- 
member Advisory board. Goal of the program 
is the prevention of alcoholism, and emphasis is 
on the need for the early recognition and treat- 
ment of alcoholism, as in programs for the pre- 
vention of cancer. tuberculosis, mental illness, 
and other chronic diseases. The stigma currently 
attached to alcoholism frequently results in the 
concealment of the alcoholic by his family, 
friends, and employer. Public acceptance of the 
concept of alcoholism as a disease and the need 
for early recognition and treatment will do much 
to bring alcoholism into the open so that the 
alcoholic can receive the treatment he needs. As 
with any of the other chronic diseases, the earlier 


*American Journal of Public Health, Dec. 12, 1947. 
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treatment is established the better are the pa- 
tient’s chances for recovery. 


The Minnesota program has two major as- 
pects—education of the general public, and pro- 
vision of information to professional groups 
whose activities are likely to bring them into con- 
tact with the alcoholic or his family. Mass in- 
formational materials have been developed that 
are available to interested citizens without cost. 
These materials include a comprehensive bibliog- 
raphy of pamphlets suitable for the lay reader, 
several selected films that may be loaned to 
groups, and a radio series entitled “The Lone- 
some Road” which is now being used over broad- 
casting stations throughout Minnesota. Speak- 
ers are also available for talks to community 
groups. 


Because health department personnel can reach 
directly only a very few persons affected by 
alcoholism, a special effort is made to work 
through physicians and other professional people 
who are likely to be consulted by families. Con- 
ferences have been held that have brought to- 
gether representatives of several professional 
groups to discuss alcoholism. Because of the in- 
terest recently shown, it is hoped that increas- 
ing attention will be given to alcoholism by the 
various professional groups concerned with the 
problem. f 


Although the program described here is en- 
tirely educational, the need for improved and 
expanded treatment facilities for alcoholism is 
also recognized. Without adequate measures for 
successful treatment, the educational program is 
largely ineffective. The Willmar State Hospital 
returns over 50 per cent of its alcoholic patients 
to their communities either fully recovered or 
improved. With an adequate number of profes- 
sional workers, this percentage could be increased 
significantly. 


Also needed is a facility for women alcoholics. 
Despite a ratio of one woman to every five men 
alcoholics, treatment facilities have not been es- 
tablished in that proportion. 


Although much remains to be done, great 
strides have been made in meeting the problem 
of alcoholism. With a progressively enlightened 
public opinion, progress will be accelerated. 


Netta W. WILson 


Senior Health Information Consultant, 
Section of Public Health Education, 
Minnesota Department of Health 
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THEODORE L. CHAPMAN 


Dr. Theodore L. Chapman, seventy-six, a leader in 
medicine for many years in northeastern Minnesota, and 
one of the founders of the Duluth Clinic, died Septem- 
ber 23, 1954, in a Duluth hospital. 

Dr. Chapman had practiced general surgery for nearly 
fifty years in Duluth before moving to Barnum at the 
time of his retirement a few years ago. He was born 
in Orange, Connecticut, received his preliminary educa- 
tion in Detroit and his medical education at Wayne Uni- 
versty in Detroit. He served an internship and externship 
for two years at Harper Hospital there and then settled 
permanently in Duluth. 

He was a member of the American College of Sur- 
geons, the St. Louis County Medical Society, the Min- 
nesota State Medical Association and the American 
Medical Association. He became a member of the Fifty 
club of the State Association in 1953. He was also a 
member of the Inter-Urban Academy of Medicine, the 
Duluth Athletic club and the Gold Island club. He 
served with Michigan’s 33rd infantry battalion in Cuba 
during the Spanish American War and with the Army 
Medical corps as a first lieutenant in World War I. 

His wife, Catherine, of Barnum, survives him; also, 
a son, Richard, Red Lodge, Montana; a daughter, Mrs. 
E. A. Wilkenson, Oakland, California; two brothers, 
Charles and Edward, Detroit; two sisters, Mrs. H. W. 
Crowell, Detroit, and Mrs. Alexander Harning, New 
York City, and four grandchildren. 


MICHAEL F. HAYES 


Dr. Michael F. Hayes died September 10, 1954, at 
Moose Lake Hospital. He was seventy-one years old, 
and had practiced at Nashwauk in Itasca county for 
nearly forty years. 

Dr. Hayes was born in Fillmore county and went 
to school in Lanesboro. He received his Bachelor of 
Science and medical degrees from the University of 
Minnesota and served his internship at Minneapolis 
General Hospital. 

After two years of practice at Lily, South Dakota, 
Dr. Hayes moved to Nashwauk where he remained until 
his retirement early this year. He was a member of 
the St. Louis County Medical Society, the Minnesota 
State Medical Association and the American Medical 
Association. 


HENRY LUSSAN LAZAR 


Dr. H. L. Lazar, Minneapolis urologist who retired 
from active practice in 1945, was found dead in Lake 
Minnetonka near the fishing dock at his home at Ex- 
celsior, October 13, 1954. According to the Hennepin 
county coroner’s office, Dr. Lazar probably suffered a 
heart attack before he fell into the water. He had 
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been fishing most of the afternoon and the drowning 
was not discovered until he failed to return home for 
dinner, about 5:00 p.m. 

Dr. Lazar was born in New Orleans in 1881 and 
went to school at Magnolia, Mississippi, and at Tulane 
University, from which he received his medical degree 
in 1905. He took postgraduate training at the New 
York Post-Graduate College and was licensed to prac- 
tice in Minnesota in 1924. He established himself in 
Minneapolis and practiced urology there until 1945 when 
a coronary thrombosis forced him to retire. He was 
an associate member of the Hennepin County Medical 
Society, the Minnesota State Medical Association and 
the American Medical Association. 

His wife, the former Edna Leighton, survives him. 


OWEN W. PARKER 


The passing of Dr. O. W. Parker, at the age of eighty, 
calls for some special comment, as does that of every 
physician who for over half a century has been able 
to serve his people in his profession faithfully and un- 
stintingly. A personal incentive obtains with this writer 
because, from my earliest years in Duluth, all his ac- 
tivities were so well known to me; and in addition, over 
a decade ago, he asked me (should I survive him) to 
write his obituary for this, our State Journal. Dr. 
Parker died Friday, September 17, 1954, at his home in 
St. Louis Park. 


Owen Parker’s life span covered that period of Min- 
nesota’s development in which this northeast section 
burst into ever-expanding action in terms of iron mining, 
Born at Beaver Dam, Wisconsin (1874), he finished his 
medical training at the University of Minnesota just 
at the turn of the century (1900). His year of intern- 
ship in St. Luke’s Hospital, St. Paul, brought him in 
touch with such inspiring surgeons as McLaren, O’Brien, 
Rogers and men of their type. It was an inspiring con- 
tact and it showed its influence through his long life 
of service in St. Louis County. Following his internship, 
he joined with the late Dr. Charles Shipman, in Ely, 
where some of the earliest deep mines beg?n to employ 
that amazing conglomerate of European immigrants and 
where the tussle to protect them from injury and safe- 
guard their health called for doctors with unusual cour- 
age, stability and sound medical judgment. These quali- 
ties were just what that young doctor and his charming 
wife had, and between them, they made a great health 
center out of the Shipman Hospital. 


Doctor Parker made an early association with the late 
Dr. George Ayers, and later on, they were joined by a 
succession of competent men, including Dr. Harry N. 
Sutherland, thus maintaining a good outpost of medical 
service ever since. This type of total service to the com- 
munity stemmed, in no small degree, from the self- 
sacrifice and sense of duty to further all the essential 
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IN MEMORIAM 


health activities, not only as a public official, but“in lead- 
ing the way in all movements where opinion and support 
need this personal guidance, for which Doctor Parker 
was eminently fitted. 

To those of us who for years felt the glow of his 
friendship and comradeship, he was always there to 
listen appreciatively at all our meetings, although loathe 
to offer comment himself. He and Mrs. Parker (her 
death within the past year greatly depressed him) 
traveled widely. He reported his observations from such 
travel studies and contacts and took as a hobby, sort- 
ing out the details concerning the events leading up to 
(and what might be called the clinical charts pertaining) 
to the deaths of our martyred presidents. He did this 
most conspicuously in terms of the assassination of 
Abraham Lincoln, making intimate studies in and about 
Washington, D. C., for details. 

After 1942, he moved to Duluth and was associated 
with us here at the Duluth Clinic for a period of two 
years during the stressfulness of World War II. He 
later helped out the medical staff at the Moose Lake 
Hospital. There he served faithfully, as usual, lending 
the charm, dignity and a sense of charitable motivation 
that his family and host of friends shall long treasure. 


E. L. Tuony, M.D. 


DANA C. ROOD 


Dr. Dana C. Rood, leader in medicine for many 
years on Minnesota’s Iron Range, died at the age of 
ninety in Santa Barbara, California, October 6, 1954. 

Dr. Rood was founder of Rood Hospital, the first 
major hospital on the Iron Range. It was located 
in Hibbing and is now today’s Hibbing General Hos- 
pital. He practiced medicine for fifty years in Hibbing 
until he retired in 1946 end he was a member of the 
Fifty Club of the Minnesota State Medical Association. 
He was also a member of the St. Louis County Medical 
Society and the American Medical Association. He 
moved to California after his retirement and remained 
there until his death. 

Survivors include his wife, Elizabeth; a daughter, 
Mrs. Marcia Rood Dwyer; a son, Dana C., Jr., and a 
granddaughter, Mrs. Lynn Davidson Hewitt. 


RASMUS VALLIN WILLIAMS 


Dr. R. V. Williams of Rushford, a life member of 
the Minnesota State Medical Association and a member 
of the Association’s Fifty club, died October 16, 1954, in 
Methodist Hospital, Rochester. He was seventy-seven 
years old and, though he had moved to Rochester three 
years ago, he continued to go back to Rushford a few 
days each week to see patients. 

Long active in Rushford community affairs, one of his 
last trips to Rushford was on July 3 when he sat on 
the reviewing stand for the Rushford Centennial parade. 

He had served as health officer for a number of 
years and as member of the school board. He was also 
active in county medical society affairs and in the work 
of the Minnesota State Medical Association, having 
Served for many years on the Committee on State 
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Health Relations. He also served as vice president and 
then president of the Southern Minnesota Medical As- 
sociation. 

Dr. Williams was born in Lee county in Illinois and 
attended high school and college at Shabbona, Illinois. 
He received his medical education at Northwestern Uni- 
versity and served an eighteen months’ internship at 
Northwestern University, with ten months’ postgraduate 
training at the University of Vienna in 1909-10. He 
practiced for one year in La Crosse, Wisconsin, and 
moved to Rushford in 1905. 

Survivors are his wife, the former Mrs. Helen Smith 
Merriam; a daughter, Mrs. Judith Long of Rockford, 
Illinois ; and a grandson, Roger Long, now serving in the 
U. S. Army at Fort Devens, Massachusetts. 





FRACTURE OF THE SPINAL COLUMN 
AND PELVIS 


(Continued from Page 807) 


marked displacement of bone may produce ex- 
tensive damage to the membranous urethra, rup- 
ture of the bladder, or both. 

On admission, having established that there is 
a fracture of the pubic portion of the pelvic ring, 
one should be concerned at once about the condi- 
tion of the urinary tract. If the patient voids 
clear urine there probably has been no damage 
done; if he cannot void, an attempt should be 
made to pass a catheter into the bladder. Bleeding 
from an injury of the bladder should stop in 6 
to 10 hours; if it persists beyond this period, one 
should suspect injury higher in the urinary tract. 
Inability to pass the catheter usually denotes 
some damage to the urethra or bladder. If the 
general condition of the patient is satisfactory, 
one may temporize for a few hours to see if the 
bladder can be emptied voluntarily. When this 
cannot be done, the services of a urologic surgeon 
should be sought, for one must then open the 
abdomen and deal directly with whatever injury 
is found. At times it may be necessary to reduce 
and immobilize the pelvic bony injury before 
continuity of the urinary tract can be re-estab- 
lished. 


References 
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¢ Reports and Announcements + 





MEDICAL MEETINGS 
State 
MINNESOTA STATE MEDICAL ASSOCIA- 
TION, Annual meeting, Minneapolis, May 23-25, 1955. 
Physicians and Schools, First conference, University 
of Minnesota Center for Continuation Study, Minne- 
apolis, December 2-3, 1954. 


Sectional 
Americzn College of Surgeons, Sectional meeting, 
The Fort Harry, Manitoba, Canada, April 25-26, 1955. 


National 

American Academy of Dermatology and Syphilology, 
Thirteenth annual meeting, Palmer House, Chicago, 
December 4-9, 1954. 

American Congress on Obstetrics and Gynecology, 
Sixth annual meeting, Palmer House, Chicago, Decem- 


ber 13-17, 1954. 


INTERNATIONAL ACADEMY OF PROCTOLOGY 
1954-55 AWARD CONTEST 

The International Academy of Proctology announces 
its annual cash prize and certificate of merit award 
contest for 1954-55. The best unpublished contribution 
on proctology or allied subjects will be awarded $100 
and a certificate of merit. Certificates will be awarded 
also to physicians whose entries are deemed of unusual 
merit. This competition is open to all physicians in 
all countries, whether or not affiliated with the Inter- 
national Academy of Proctology. The winning contribu- 
tion will be selected by a board of impartial judges, 
and all decisions are final. 

The formal award of the First Prize, and presentation 
of other Certificates, will be made at the Annual Con- 
vention Dinner Dance of the Academy, March 26, 
1955, at The Plaza Hotel, New York. 

All entries are limited to 5,000 words, must be type- 
written in English, and submitted in five copies. All 
entries must be received not later than the first day of 
February, 1955. Entries should be addressed to the 
International Academy of Proctology, 147-41 Sanford 
Avenue, Flushing 55, N. Y. 


INTERNATIONAL ACADEMY OF 
PROCTOLOGY SEMINAR 

Plan now to attend the Seventh annual convention of 
the International Academy of Proctology at the Plaza 
Hotel, New York City, March 23 to 26, 1955. The 
International, National, and Local Program committees 
are planning an unusual seminar on anorectal and colon 
surgery. There will be special emphasis on anorectal 
presentations, and on panel discussions, as requested by 
those who attended the Chicago meeting in 1954. 

Plans are being developed for wet clinics and lectures 
at the Jersey City Medical Center under the dirction of 
Dr. Earl Halligan, surgeon-in-chief of the Medical Center. 

Eminent speakers from all parts of the country and 
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abroad will present interesting papers and motion pic- 
ture demonstrations of their personal techniques. Mexico 
is expected to be very well represented at this meeting. 

The delegates and trustees, and their wives, will have 
cocktails and dinner on Tuesday evening, March 22, 
1955, the evening before the official opening of the sci- 
entific activities of the convention. Both members and 
non-members of the Academy, and their wives, should 
plan to attend the Saturday night, March 26, banquet. 

The Women’s Auxiliary has planned a very unusual 
program for the wives of the members and their guests. 

Please remember that all physicians and their wives 
may attend the annual conventions of the International 
Academy of Proctology,-whether or not they are affiliated 
with the Academy. There is no fee for attendance at 
these teaching sessions of the Academy. 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 

The eighteenth annual meeting of The New Orleans 
Graduate Medical Assembly will be held March 7-10, 
1955, with headquarters at the Municipal Auditorium. 

Eighteen outstanding guest speakers will participate, 
and their presentations will be of interest to both 
specialists and general practitioners. The program will 
include fifty-four informative discussions on many topics 
of current medical interest, in addition to clinicopatho- 
logic conferences, symposia, medical motion pictures, 
scentific exhibits, round-table luncheons and_ technical 
exhibits. 

The Assembly has planned another interesting post- 
clinical tour to follow the 1955 meeting in New Orleans. 
On Saturday, March 12, a party composed of doctors 
and their families will leave New York for Europe 
via Pan American World Airways “President Special.” 
The itinerary includes France, Italy, Germany, Den- 
mark, Sweden and England, and the arrangements have 
been made for medical programs in these countries. 
The tour ends in England and the group will return 
to New York, sailing April 7 from Southampton on 
the S. S. Liberte, or by Pan American World Airways. 

Details of the New Orleans meeting and the post- 
clinical tour are available at the office of the Assembly, 
Room 103, 1430 Tulane Avenue, New Orleans 12, 
Louisiana. 


ACADEMY TO MEET IN CHICAGO 


The thirteenth annual meeting of the American 
Academy of Dermatology and Syphilology will be held 
December 4 to 9 in the Palmer House, Chicago. 

Two new round-table panels will be added this year, 
one on “Cutaneous Testing” and the other on “Heredi- 
tary Dermatoses.” 

Seven special courses will be held the first two days 
at Northwestern University, the University of Illinois 
College of Medicine, in the Palmer house, and at 
Billings Hospital of the University of Chicago. The 


MINNESOTA MEDICINE 








cour 
radit 


anat 
dern 
St 
prof 
versi 
leste 
ney 
Sche 
Rese 
“Lip 
Or 
erick 
tolog 
N. 1 
Dr. 
the 
roun 


IND 


TI 
of | 
plice 
wish 
the 
phys 
scho 
two 
may 
two- 
ing, 
date 
Ind 
tion 
Hea 


cinn 


ANI 
ANI 


E 
cove 
and 
Chic 
atte 
ship 
Inc. 
Gyn 
ing 
M.I 
on 
Dur 
of | 

P 
Cal 
syl\ 
and 
Spec 
fess 


No’ 


pic- 
eXico 
ting. 
have 
1 22, 
> SCi- 
- and 
10uld 
A 

usual 
Nests. 
wives 
ional 
jiated 
ce at 


leans 
7-10, 
rium. 
ipate, 
both 
. will 
opics 
atho- 
tures, 
inical 


post- 
leans. 
xctors 
urope 
cial.” 
Den- 
have 
tries. 
eturn 
nm on 
ways. 
post- 
mbly, 
; 


rican 


held 


year, 
predi- 


days 
linois 
id at 
The 


JICINE 








courses will include histopathology, mycology, X-ray and 
radium therapy, bacteriology and virology of the skin, 
anatomy and embryology, and special problems in 
dermatohistopathology. 

Special lectures will be given by Dr. Arthur C. Curtis, 
professor of dermatology and syphilology at the Uni- 
versity of Michigan, on “Essential Familial Hypercho- 
lesterolemia and the Secondary Xanthomas”; Dr. Sid- 
ney Farbero, professor of pathology at Harvard Medical 
School and director of research of Children’s Cancer 
Research Foundation at Boston, who will discuss 
“Lipoidoses in Children.” 

Other special lectures will be delivered by Dr. Fred- 
erick Urbach, associate chief, cancer research (Derma- 
tology), Roswell Park Memorial Institute, Buffalo, 
N. Y., on “Treatment of Xanthomas”; and another by 
Dr. Farber on “Biological and Chemical Approaches to 
the Treatment of Cancer.” Fifteen symposia and 12 
round-table panels are also scheduled. 


INDUSTRIAL HEALTH INSTITUTE 


The Institute of Industrial Health of the University 
of Cincinnati has announced that it will accept ap- 
plications for Fellowships offered to qualified candidates 
wishing to pursue a graduate course in preparation for 
the practice of Industrial Medicine. Any registered 
physician who is a graduate of a Class A medical 
school, and who has satisfactorily completed at least 
two years of training in an AMA-accredited hospital 
may qualify. The course of instruction consists of a 
two-year period of intensive Industrial Medicine train- 
ing, followed by a year of practical experience. Candi- 
dates will receive a degree of Doctor of Science in 
Industrial Medicine. Requests for additional informa- 
tion should be addressed to the Institute of Industrial 
Health, College of Medicine, Eden and Bethesda, Cin- 
cinnati 19, Ohio. 


ANNUAL CONGRESS ON OBSTETRICS 
AND GYNECOLOGY 


Every phase of maternal and newborn care will be 
covered at the Sixth American Congress on Obstetrics 
and Gynecology, to be held in the Palmer House, 
Chicago, December 13-17. 

The five-day meeting, which is expected to draw an 
attendance of about 3,500, will be under the sponsor- 
ship of The American Committee on Maternal Welfare, 
Inc., and The American Academy of Obstetrics and 
Gynecology. Welcomes will be extended at the open- 
ing session, Monday, December 13, by Fred H. Falls, 
M.D., Chicago, president of the American Committee 
on Maternal Welfare, and Bayard Carter, M.D., of 
Durham, N. C., president of the American Academy 
of Obstetrics and Gynecology. 

Philip F. Williams, M.D., former professor of clini- 
cal obstetrics and gynecology at the University of Penn- 
sylvania Graduate School of Medicine, Philadelphia, 
and honorary general chairman of the congress, will 
speak in retrospect. R. Gordon Douglas, M.D., pro- 
fessor of obstetrics and gynecology at Cornell Univer- 
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sity Medical College and obstetrician and gynecologist- 
in-chief at New York Hospital, will look into the 
future. 

Among the panel topics will be: “Indications for 
Hysterectomy,” “Factors Determining Type of Ce- 
sarean Section,” “Function of Personnel and Standards 
of Procedure in the Delivery Room,” “Management 
of Prolonged Labor,” “Blood Transfusions,” “Prepara- 
tion for Parenthood,’ “Consultation in Obstetrics,” 
“Community Aspects of the Care of the Cancer Pa- 
tient,” “Obstetric Anesthesia,” “Selection, Training, and 
Function of Obstetric Personnel,” “Perinatal Mortality,” 
“Organization and Operation of Maternal Mortality 
Committees,” “Lesions to be Considered in the Dif- 
ferential Diagnosis of Carcinoma of the Cervix,” 
“Carcinoma of the Cervix,” “Toxemias of Pregnancy,” 
“Obstetric Hemorrhage” and “Prenatal Care.” 

Symposia subjects will include: “Medical Complica- 
tions of Pregnancy,” “Acceditation of Hospitals and 
Residencies,” “Basic and Graduate Education and Train- 
ing of Obstetric Nurses and Supervisors,” “Premarital 
Examinations and Counselling,” and “Prevention and 
Management of Prematurity.” 


FLORIDA SEMINAR PLANNED 


The Ninth annual University of Florida Midwinter 
seminar in Ophthalmology and Otolaryngology will be 
held at the Sans Souci Hotel in Miami Beach the week 
of January 17, 1954. The lectures on ophthalmology will 
be presented on January 17-19, and those on otolaryn- 
gology on January 20-22. A midweek feature will be the 
midwinter convention of the Florida Society of Ophthal- 
mology and Otolayngology on Wednesday afternoon, 
January 19, to which all registrants are invited. The 
registrants and their wives may also attend the in- 
formal banquet at 8 p.m. on Wednesday. The Seminar 
schedule permits ample time for recreation. 


The Seminar lecturers on ophthalmology this year are: 
Dr. William F. Hughes, Jr., Chicago; Dr. Phillips Thy- 
geson, San Jose; Dr. James Allen, New Orleans; Dr. 
Walter H. Fink, Minneapolis, and Dr. Milton L. Ber- 
liner, New York. Those lecturing on otolaryngology are: 
Dr. Paul Holinger, Chicago; Dr. Lawrence R. Boies, 
Minneapolis; Dr. Edmund P. Fowler, Jr., New York; 
Dr. Arthur W. Proetz, St. Louis, and Dr. David D. 
DeWeese, Portland, Oregon. 


TUBERCULOSIS AUTHORITIES SPEAK 


Dr. Howard M. Payne, professor of medicine at How- 
ard University, Washington, D. C., and Dr. James J. 
Waring, professor emeritus of medicine at the University 
of Colorado and director of the Colorado foundation 
for TB Research, were principal speakers at a three-day 
tuberculosis study course at the University of Minne- 
sota Center for Continuation Study. 

The men spoke at the Minnesota Tuberculosis and 
Health Association’s dinner meeting at the University, 
which highlighted the ninth annual tuberculosis course 
for lay workers. Dr. Payne was a featured speaker at the 
50th Anniversary meeting of the NTA in Atlantic City, 
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and Dr. Waring received the Trudeau Medal for dis- 
tinguished service from the NTA in 1953. The course 
was attended by county volunteer tuberculosis campaign 
workers and consisted of lectures by University faculty 
members, hezIth officials and other tuberculosis authori- 
ties. 


CONTINUATION COURSES 


The University of Minnesota will present a continua- 
tion course in Pediatrics for General Physicians Janu- 
ary 6-8, 1955, at the Center for Continuation Study. The 
program will stress the recognition and management 
of the many and varied urinary tract problems seen in 
youngsters. Guest speaker will be Dr. Henry Barnett, 
associate professor, Department of Pediatrics, Cornell 
University Medical School, an outstanding authority in 
this field. The program will be presented under the di- 
rection of Dr. Irvine McQuarrie, professor and head, 
Department of Pediatrics, University of Minnesota Medi- 
cal School. 


* * * 


Continuation Courses in Ophthalmology and Oto- 
laryngology for Specialists in these fields will be held 
at the Center for Continuation Study on the University 
of Minnesota campus during the week of January 31 
to February 4, 1955. Physicians may register for one 
or both courses; those registering for one only will 
have a portion of each day free for attending hospital 
clinics, visiting the new Mayo Memorial, etc. Guest 
speakers in ophthalmology will be Dr. P. J. Leinfelder, 
Professor of Ophthalmology, Iowa State University, 
Iowa City, Iowa, and Dr. Frank Newell, Associate 
Professor of Ophthalmology, Northwestern University 
Medical School, Chicago, Illinois. This course will 
be presented under the direction of Dr. Erling W. 
Hansen, Clinical Professor and Director, Division of 
Ophthalmology, University of Minnesota Medical 
School. Guests in otolaryngology include Dr. Howard 
House, Associate Professor of Otolaryngology, Uni- 
versity of Southern California, Los Angeles, California, 
and Dr. Peter Pastore, Professor of Otolaryngology, 
Rhinology, and Laryngology, University of Virginia 
Medical College, Richmond, Virginia, and Dr. L. R. 
Boies, Professor of Otolaryngology and Director of 
Division of Otolaryngology, University of Minnesota 
Medical School, will direct this course. 


DOCTORS, NEWSPAPERS HONORED 


Distinguished service in the cause of tuberculosis con- 
trol was recognized when five Minnesota physicians and 
10 newspapers in St. Louis County were honored for 
having aided in the TB campaign for fifty or more 
years. 

The ceremonies took place at the annual Iron Range 
meeting of Christmas Seal workers Virginia. The meet- 
ing was one of a number being held in commemoration 
of the fiftieth anniversary of the voluntary TB move- 
ment in the United States. The five doctors whose work 
against TB was cited were Dr. FE. L. Touhy, Dr. A. T. 
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Laird, Dr. A. L. McDonald and Dr. W. R. Bagley, ail 
of Duluth, and Dr. R. P. Pearsall of Virginia. 


Guest speaker at the meeting was Dr. S. Marx White 
of Minneapolis, who was introduced by Dr. Walter 
S. Neff of Virginia. Dr. White detailed the fifty-year 
history of the organized battle against tuberculosis and 
urged for increased interest in future projects. 


Newspapers honored at the banquet meeting were 
the Duluth News-Tribune, Duluth Herald, Duluth Scan- 
dinav, Mesabi Daily News, Labor World, Ely Miner, 
Hibbing Tribune, Tower News, Chisholm Tribune- 
Herald, and Eveleth News-Clarion. 


AMEF STATE CHAIRMEN TO MEET 


The fourth annual meeting of the American Medical 
Education Foundation state chairmen will be held at 
the Sheraton Hotel in: Chicago on Sunday, January 
23, 1955. Specific details regarding the proposed pro- 
gram and reservation forms for accommodations at 
the Sheraton Hotel will be distributed with the No- 
vember Bulletin to AMEF state chairmen and _ re- 
gional auxiliary chairmen. 


John W. Hedback recently joined the staff of the 
Foundation in the capacity of associate executive sec- 
retary. Through many years of hospital public and 
community relations work, Mr. Hedback has gained 
valuable experience which will assist him in the devel- 
opment of state and local committees. The son of 
a physician, the late Axel E. Hedback, M.D., of Min- 
neapolis, he has a keen interest in the problems of 
medical education. 


AMERICAN BOARD OF PHYSICAL 
MEDICINE AND REHABILITATION 


The next examinations for the American Board of 
Physical Medicine and Rehabilitation will be held in 
Philadelphia, June 5 and 6, 1955. The final date for 
filing applications is March 1, 1955. Applications for 
eligibility to the examinations should be mailed to the 
secretary, Dr. Earl C. Elkins, 30 N. Michigan Ave., 
Chicago 2, Illinois. 


AMA SETS DEADLINE FOR PAPERS 


The Council on Scientific Assembly announces the 
deadline for those who wish to participate in the Atlantic 
City Meeting, either by reading a paper or presenting a 
scientific exhibit. The deadline for section papers is 
December 15, 1954, and the deadline for scientific ex- 
hibits will be January 10, 1955. 


Applicants should communicate with the Secretary or 
the Representative to the Scientific Exhibit of the 
Section in which they are interested. Further informa- 
tion may be obtained from the Secretary, Council on 
Scientific Assembly, American Medical Association, 535 
North Dearborn St., Chicago 10, Il. 
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Woman’s Auxiliary 





CIVIL DEFENSE AND THE AUXILIARY 


The term “Civil Defense” to most of us is without 


specific meaning. It involves so much, and is so vague, - 


that we find it easier to act like the ostrich. We shut 
our eyes and trust there will never be any need for it. 
And we do nothing. 


All of us are familiar with insurance which protects 
us in enumerable ways—life, accident, illness, old age, 
fire, wind, theft—almost anything you may want, and 
we are willing to pay money for it. Civil Defense 
provides protection for us, also, and for our property, 
in the event of natural or enemy-inflicted disaster. 
This we do not have to buy. Instead, its effectiveness 
for our protection depends upon individual participa- 
tion and work in helping to set up the program. 

The Civil Defense director has an organized plan 
for all of us but without workers, and as one of them 
recently stated, “a director is as helpless as a football 
coach without players.” The director needs the aid 
and co-operation of many, many citizens. 


Auxiliary Can Help 


As Auxiliary members we could do much to help. 
We represent a unique group of women who are already 
acquainted with medical and public health activities— 
and we have the time to help, too, if it is our will 
to do so. 


We do not neglect to insure our homes against fire 
because we regard fire insurance as a necessity. Civil 
Defense is a fundamental necessity, too. Perhaps we 
evade our responsibility because we know so little about 
the program or because it seems so colossal, so over- 
whelming that we are unwilling to participate. Step- 
by-step training in a concentrated course of Civil 
Defense instruction might enable us to see the integral 
parts which make up the whole program and show 
us how to fit ourselves into the situation. 

Our husbands know definitely what their roles in 
Civil Defense are going to be. 
wives ? 


Now, what about us 
Our problem will differ according to where 
we live, as we integrate ourselves into the local picture, 
but individually it will be the same,—the individual 
desire for the safety and survival of our immediate 
families in case of disaster. 

With this in mind, let’s begin by setting up our own 
defenses at home. Let’s obtain adequate knowledge 
about exactly what each person is expected to do in 
case of emergency. Let’s get suitable training, if neces- 
sary, and thereby provide some assurance of survival 
and recovery for ourselves should the need arise. A 
possible study group program might include the 
following : 


1. General preliminary study presenting information 
about various phases of Civil Defense. 
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2. Essentials of nutrition for survival; food prepara- 
tion with limited facilities (no gas, electricity or safe 
water supplies); essential family food kits or emer- 
gency closets. 

3. Shelter in diaster with particular attention to 
sanitation. 

4. Essentials in home nursing. 


5. Simple first aid training. 


Training For Defense 


After training for family self-preservation, it will be 
much easier to integrate ourselves into neighborhood 
and community Civil Defense, either by virtue of skills 
we are already trained for, or by attending classes 
in whatever we may be most interested in, such as 
practical nursing, nurses aide training, day nursery and 
child care, first aid, hospital aides of all sorts, clerical 
work, welfare and social service, air force observation, 
amateur radio operation, telephone operation, fire fight- 
ing. The list is endless. 

Civil Defense is truly enormous in its scope. But 
it needs our support and co-operation to make it 
function. 

This is a challenge! 

What are you going to do about it? 


Mrs. L. R. Boies, President-Elect, 
Hennepin County Medical Society Auxiliary 


RAMSEY AUXILIARY OPENS FALL SEASON 


Activities of the Ramsey County Medical Society 
Auxiliary for October included a board meeting, the 
regular Auxiliary luncheon and attendance at the Min- 
nesota Tuberculosis and Health Association annual 
dinner by a large number of members. 


The board meeting was held October 25, with Mrs. 
W. P. Gardner, president of the organization, presid- 
ing. Board members assisted the cancer committee 
with the making of surgical dressings during the meet- 
ing. At the same time, the medical and surgical relief 
committee of the auxiliary reported packing sixteen 
boxes of medical supplies during September. 

The luncheon meeting, first of the season, was held 
on October 25 at the Saint Paul College Club.  F. 
Manley Brist, legal advisor of the . Minnesota State 
Medical Association, was the speaker. 

James J. Waring, M.D., emeritus professor of medi- 
cine, University of Colorado Medical Center, Denver, 
and Howard M. Payne, M.D., professor of medicine 
at Howard University, Washington, D. C., were prin- 
cipal speakers at the Tuberculosis and Health Associa- 
tion dinner attended by many members who have co- 
operated for many years in the program of the as- 
sociation. 
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Dr. Walter A. Fansler, Minneapolis, presented the 
Annual Beaumont Oration at the 63rd meeting of the 
Michigan State Medical Society in Detroit. The sub- 
ject of his address was “Indications for Roentgeno- 
logical Studies of the Colon and Significance of 
Roentgenological Findings.” Dr. Fansler also pre- 
sented a paper on the topic “The Cause and Pre- 
vention of Unsatisfactory Results Following Ano- 
Rectal Surgery.” 

* * * 

Three Hopkins physicians, Drs. R. H. Picha, J. J. 
Hersman and E. W. Chernick, have purchased a 
residence in Hopkins and will build a clinic. Dr. 
H. E. Drill, also of Hopkins, plans to build a 
clinic. 

x * * 

Improved hospital care for the aged was the sub- 
ject Dr. Charles W. Mayo, Rochester, spoke on at 
a convention meeting at the 25th anniversary of 
Passavant Memorial Hospital, Chicago. Dr. Mayo 
talked on activities of the United Nations at a recent 
meeting of the Women’s City Club, St. Paul. 

* *k * 

Dr, Milton Kaiser of New Ulm has been licensed 
as a lay preacher in the Methodist church. Dr. Kaiser 
received the license at the annual meeting of Meth- 
odist church officers and pastors of the Mankato 
District. Among those whose licenses to preach were 
renewed at the session was Dr. George Reineke, also 
of New Ulm. 


* * * 


Dr. Charles A. Aling has been installed as presi- 
dent of the Hennepin County Medical Society, suc- 
ceeding Dr. John H. Moe, who became chairman of 
the Board of Directors. Other officers are Dr. Willis 
L. Herbert, first vice president; Dr. James A. Blake, 
second vice president; Dr. Conrad J. Holmberg, sec- 
retary-treasurer, and Dr. Tague C. Chisholm, li- 
brarian. Board members include Drs. Robert E. 
Priest, L. Haynes Fowler, Ralph H. Creighton, 
Thomas J. Kinsella, Leo C. Culligan and Silas C. 
Anderson, with the officers and Dr. Horatio B. 
Sweetser, sixth district councilor of the Minnesota 
State Medical Association. 

x * * 

Dr. L. McKendree Eaton of the Mayo Clinic 
has accepted a membership on the medical advisory 
board of the Myasthenia Gravis Foundation, Inc., 
New York. The group studies the muscular diseases, 
myasthenia gravis. 

* * * 

A former Albert Lean, Dr. Kenneth Hodges, and 
his bride will make their home in Ancon, Panama, 
after a wedding trip in the East. Dr. Hodges’ bride 
is the former Margaret Joan McKenzie, a member 
of the University Hospitals nursing staff. Dr. 
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Hodges, a University of Minnesota Medical Schoo! 
graduate, is interning at Gorgas Hospital. 
* ¢ ¢ 

Speakers at an October business meeting of the 
Wabasha County Medical Society were Dr. C. G. 
Ochsner of Wabasha, and Drs. J. M. Janes and E. C. 
Burke of the Mayo Clinic, Rochester. The meeting 
was held in Lake City. Auxiliary members were en- 
tertained by Mrs. E. C. Bayley. 

* * * 

Back from a stay in Oak Ridge, Tennessee, is Dr. 
Leslie Zieve, director of the radioisotope unit at the 
Veterans Administration Hospital and associate pro- 
fessor of medicine at the University of Minnesota. 
Dr. Zieve studied techniques of using radioisotopes 
in biochemistry. 

* * * 

Dr. D. M. O’Donnell of Ortonville was specially 
honored by residents of his home town recently when 
“Dr. D. M. O’Donnell Day” was officially declared 
by Mayor Ed Martinson. Sponsored by hundreds of 
Ortonville friends, a television set, a testimonial 
presentation book signed by donors and a check were 
presented to Dr. O’Donnell, who celebrated his sixty- 
ninth birthday. Dr. O’Donnell has practiced in Or- 
tonville forty years. 

* * x 

New president of the Trudeau Society, medical 
branch of the Mississippi Valley Tuberculosis con- 
ference, is Dr. E, P. K. Fenger, Edina. Dr. Fenger 
was installed at the group’s annual meeting in Kansas 
City, Kansas. 

* * * 

Dr. E. W. Humphrey, founder of the Moorhead 
Clinic, recently observed his fiftieth year of practice 
there. Dr. Humphrey, who is seventy-five years old, 
is still engaged in active practice. 

* * * 

Eighty-five new nurses and several teachers of the 
Swedish Hospital nursing staff were entertained re- 
cently by Dr. and Mrs. H. S. Linner of Red Cedar 
Point, Excelsior. 

* * * 

Three antelope and three deer were bagged when 
two Blue Earth physicians, Dr. R. H. Baker, and 
Dr. C. E. Wilson, with Dr. Arthur Bulbulian of 
Rochester, hunted recently at Moorcroft, Wyoming. 

x * x 

Dr. Paul Lober, pathologist at University Hospi- 
tals, participated in sessions of the International 
Pathologists convention in New York City. 

* * x 

Dr. Donald D. Metz and his bride, the former 
Beverly Jean Briggs of St. Paul, are at home in 
Buffalo Lake after a wedding trip in the West. Dr. 
Metz, a medical school graduate of Marquette Uni- 
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versity, Milwaukee, took his internship at Ancker 
Hospital, St. Paul. 
x * * 

Dr. W. F. Mercil of Crookston attended a meet- 
ing of the Central Obstetrical and Gynecological As- 
sociation in St. Louis, Missouri. 

x * * 

Dr. Walter C. Alvarez of Minneapolis was the 
principal speaker at the annual Community Health 
Day in Minneapolis. Sponsored by the Hennepin 
County Medical Auxiliary, the all-day program fea- 
tured such speakers as Dr. R. F. D. Johnson, Dr. 
C. W. Lillehei, Dr. Richard Varco, Dr. R. M. Elliot, 
Russell Nye, Dr. M. Elizabeth Craig, Dr. Leo Rigler 
and Dr. N. Kenneth Jensen. Mrs. Harold Benjamin, 
Auxiliary president, welcomed visitors of the day’s 
program, and Thomas Cook was master of cere- 
monies. 

* * * 


Three Minnesota physicians have been named to 
enter the Mayo Foundation as Fellows. Majoring in 
medicine is Dr. Donald C. Bell, Minneapolis, and 
Dr. Richard H. Lindquist and Dr. Robert B. Litin, 
both of Minneapolis, are majoring in surgery. 

* * * 

At home in Minneapolis are Dr. and Mrs. Owen 
H, Wangensteen. Mrs. Wangensteen is the former 
Sarah Ann Davidson of St. Paul. Dr. Wangensteen 
is a member of the faculty of the University of 


Minnesota School of Medicine. 
x * * 


Dr. James Rogers Fox of the University of Min- 
nesota has returned from Europe where, sponsored 
by the American Medical Association and the World 
Medical Association, he conducted a survey of medi- 
cal facilities and payments plans in Great Britain, 
the Scandinavian countries and Switzerland. Dr. Fox 
also spoke to medical groups in Italy, Greece and 
Spain. 

x * x 

Dr. F. R. Kotchevar of the East Range Clinic in 
Eveleth is making plans to open a new clinic in 
Aurora. Construction work on the building has begun. 

* * * 

Three Duluth physicians were featured in a panel 
discussion before the St. Mary’s Hospital Council 
on Volunteers. The men, who presented informa- 
tion and suggestions to help hospital volunteer work- 
ers in performance of their duties, were Dr. R. O. 
Bergan, Dr. R. P. Buckley and Dr. E, A. Zupanc. 

x * * 

Dr. L. M. Randall and Dr. S. W. Harrington, both 
of Rochester, were speakers at the Pan-Pacific Sur- 
gical Association meeting in Honolulu, Hawaii. 

* + 8 

“The Value of Psychometrics in Medical Practice” 
was the title of a paper read by Dr. Gordan R. Kam- 
man, St. Paul, before the regional meeting of the 
American College of Physicians in Indianapolis. 

xk * * 


Work of the Duluth Scottish Rite infant welfare 
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clinics were outlined at an October dinner meeting 
of the Rite bodies by Dr. N. E. A. Leppo of Duluth. 


* * * 


Chisholm teenagers are responsible for a new tele- 
vision set in the home of Dr. A. D. Klein. The TV 
set was presented Dr. Klein, member of the Chis- 
holm board of education and community physician, 


by Chisholm Teen-Age Canteen officials. 
* * * 


Dr. Jaime Paris and Dr, Robert G. Siekert, Roch- 
ester, have been appointed as consultants at the 
Mayo Clinic. Dr. Paris was a Mayo Foundation 
Fellow in internal medicine and Dr. Siekert was a 
Fellow in neurology and psychiatry. 

* * x 

Dr. George Earl, St. Paul, was guest speaker when 
the Southwestern Minnesota Medical Society met at 
Worthington for its regular fall meeting. Dr. Earl’s 
topic was “Economics in Medicine.” Members of 
the Society Auxiliary were entertained at the home 


of Dr. and Mrs. John Stam. 


* * * 


Dr, Frank H. Krusen of Rochester has been named 
to receive the 1954 Ambassador award of the Penn- 
sylvania State Medical Society. The award was pre- 
sented to Dr. Krusen during “Pennsylvania Week” 
in Philadelphia in October. Dr. Krusen heads the 
section on physical medicine at Mayo Clinic. He has 
been previously honored by both the State of Min- 
nesota and by President Dwight Eisenhower for his 
contributions to the employment and welfare of 
handicapped persons. 

* * * 


Dr. C. Walton Lillehei of the University of Min- 
nesota’s Department of Surgery discussed the diag- 
nostic approach to the acute abdominal condition at 
one in a series of fall seminars at Slayton. The meet- 
ing of southwest Minnesota physicians was held at 
the Murray County Memorial Hospital. 

* * * 


Promoted to the rank of professor and associate 
director of the Mayo Foundation for Medical Educa- 
tion and Research is Dr. Raymond D. Pruitt. A 
native of Wheaton, Dr. Pruitt will succeed Dr. Ken- 
dall B. Corbin, who is returning to scientific work 
on the foundation staff. Dr. Pruitt, a former Rhodes 
scholar, was a Fellow on the Foundation in 1940 
and had been consulting physician of the Mayo Clinic 
since 1943. Dr. Pruitt’s appointment was made by 
the University Board of Regents. 

* * * 

Dr. Mario Fischer of Duluth, director of the Du- 
luth Health department, participated in a panel dis- 
cussion before the annual meeting of the American 
Public Health Association in Buffalo. With Dr. 
Fischer in the discussion of a cancer education proj- 
ect in Duluth were Mrs. Betty Bond and Mrs. Mari- 
lyn Beyer of his staff. 

x * * 

Dr. Thomas M. Seery of the Austin Clinic recently 

attended a refresher course in internal medicine held 
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at the Cook County Hospital in Chicago. Dr. Seery 
received a part of his internship at the Hospital. 
x * * 


Dr. Howard M. Payne, professor of internal medi- 
cine at Howard University in Washington, D. C., 
spoke on the topic “Diagnosis and Therapy of Chron- 
ic Pulmonary Disease” at a joint meeting of the St. 
Louis County and Iron Range Medical Societies in 
Virginia. Dr. Payne was introduced by Dr. Reno 
W. Backus of Nopeming, chairman of the Tuber- 
culosis committee of the Society. 


* * * 


Dr. Russell Bagley and Dr. John McNeil, both 
of Minneapolis, have been elected as staff anes- 
thesiologists to the medical staff of Northwestern 
Hospital, Minneapolis. 

* * * 

Dr. James C. Masson, retired chief of surgery of 
the Mayo Clinic, was honored by about 20 of his 
former first assistants at a dinner given during the 
Alumni Association meeting at Rochester. Dr Mas- 
son, a native of Ontario, Canada, entered the Clinic 
in 1912 as an intern at St. Marys Hospital. He 
became chief of surgery in 1935, 

* * * 

Speaker at the first 1954 general meeting of the 
Mount Sinai Hospital Auxiliary last month was Dr. 
Lyle Hay, chief surgeon at Mount Sinai. Dr. Hay’s 
topic was “The Advantages to Our Hospital of a 
Teaching and Research Program.” 

x * * 


Dr. James A. Blake, Hopkins, has been given the 
merit award of the Minnesota Academy of General 
Practice. The citation pointed out the “extraordi- 
nary zeal and steadfast devotion” with which Dr. 
Blake has served the Academy. He is executive 
secretary of the group. Also honored by the 
Academy were Drs. Robert Quello, Minneapolis, 
H. J. Jeronimus, Duluth, Paul M. Smith, Lake Cry- 
stal and B. A. Flesche, Lake City, and Dr. James A. 
Cosgriff, Sr., Olivia, president at the October meet- 
ing of the Academy. Chief luncheon speaker was 
Dr. Albert M. Snell, Palo Alto, California. 

x * x 

Representing Minnesota as state president, Dr. 
David P. Anderson, of Austin, attended the annual 
conference of the American Cancer Society last 
month in New York. Dr. Anderson heads the 
Minnesota Division of the Society. 

* *k x 

Captain L. B. Kucera, former Faribault physician, 
has been named regimental surgeon for the 28th 
Infantry regiment stationed at Fort Carson, Colo- 
rado. Capt. Kucera is also commanding officer of 
the Medical company. He was taken into the Army 
in July. 

* * * 

Honored by the Minneapolis committee of the 
Save the Children Federation was Dr. Richard P. 
Saunders, president of the federation. He recently 
returned from a survey trip to Europe. 
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Dr. Kenneth Buresh of Westbrook is now on ac- 
tive duty with the U. S. Army in Texas. Dr. 
Suresh will have a two-year tour of duty. 

* * * 

Dr. Louis A, Buie, head of the Mayo Clinic section 
on proctology, was honored recently by about 
twenty-five former Mayo Foundation fellows who 
studied under him. The physicians’ meeting was 
arranged by Dr. Raymond J. Jackman of Rochester 
and Dr. Richard Hopping, Newark, N. J. A special 
guest was Dr. Buie’s son, Louis, Jr., a fellow in 
general surgery, who entered the Air Force Novem- 
ber 1. The men were members of the Foundation 
Alumni Association, which had its annual meeting 
in Rochester. 

* * * 

Dr. David P. Anderson, Austin, has been elected 
president of the Minnesota division, American Cancer 
Society. Other officers elected are Walter C. Briggs, 
Minneapolis, first vice president; Stanley Hawks, 
Minneapolis, second vice president; Dr. John J. 
Bittner, Minneapolis, third vice president; L. W. 
Hill, Jr., St. Paul, treasurer; Mrs. R. D. Brubacher, 
St. Paul, secretary; and Mrs. Russell Hanson, Ben- 
son, state commander and chairman of volunteer 
services. 

* %* * 

Dr. G. C. Kimmel of Red Wing attended a week- 
long meeting last month of the American Academy 
of Pediatrics. 

x * * 

A native of Ireland, Dr. Harold J, Swan of Min- 
neapolis, has been awarded the first fellowship to 
be. awarded by the Minnesota Heart Association. 
Dr. Swan will do heart and circulation research. 
Dr. Charles N. Hensel, president of the group, and 
Dr. Maurice B. Visscher, head of the department of 
physiology at the University of Minnesota, presented 
the award to Dr. Swan. 

* %* * 

Four Virginia physicians have been named as 
consultants to the medical staff of the International 
Falls Memorial hospital. The new medical ap- 
pointees are Dr, Harrison E. Law, surgery; Dr. 
Jack R. Pierce, obstetrics and gynecology; Dr. Wal- 
ter S. Neff, internal medicine, and Dr. David A. 
Sher, pediatrics. 

* of oi 

Dr. John Stam of Worthington spoke on the 
topic “Children, Our Privilege and Responsibility” 
at a meeting of the County Public Health Nursing 
Service and guests at Westbrook recently. He was 
introduced by Dr. Elmer Schutz of Worthington, 
chairman of the Nursing Service board. 

x * * 

Dr. Merrill D. Chesler, Minneapolis, was speaker 
at the regional Seminar in Therapeutics held at 
Union Hospital, New Ulm, last month. The topics 
covered were “Treatment of Congenital and Ac- 


quired Deformities in Children” and “Useful Ap- 
plications of Skin Grafts and Flaps.” Cases were 
demonstrated with colored slides. 
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At home in St. Paul after a wedding trip through 
the western states are Dr. and Mrs, William R. 
Jahnke. Mrs. Jahnke is the former Phyllis Jean 
Tucker of St. Paul. The couple were married in 
House of Hope Presbyterian church. 


* * * 


Dr. Thomas J. Dry, Rochester, talked on new 
trends in treatment of heart disease by surgery at 
a joint meeting in October of the St. Louis County 
Medical Society and the Duluth District Dental 
Society. 

* * x 

Main speaker at a regional meeting of the Institute 
of Food Technologists at Ames, Iowa, was Dr. Ralph 
Holman, associate professor of physiological chemis- 
try at the Hormel Institute, Austin. His topic was 
“Essential Fatty Acid Deficiency and Metabolism.” 

* * x 

Dr. Neil R. Kippen of Breckenridge, attended the 
annual meeting of the Royal College of Surgeons at 
Winnipeg. Dr. Kippen received the degree of Fel- 
low of the Royal College of Surgeons. He was 
admitted to the College in 1953. 

* * * 

Dr. A. J. Lenarz of Browerville, county coroner, 
suffered a heart attack last month and was ad- 
mitted to St. Joseph’s Hospital in St. Paul. Dr. 
M. E. Mosby has temporarily taken over Dr. Le- 
narz’ practice. 

* * * 

Dr. Henry W. Meyerding of Rochester, a retired 
Mayo Clinic staff member, has been re-elected to 
the board of directors of the Minnesota Tuberculosis 
and Health Association. 

x ok 


Nineteen cancer research projects will be con- 
ducted during the next year at the University of 
Minnesota as a result of grants announced totaling 
$140,750. Included in the nineteen are six new 
projects, which were granted to Dr. Franz Halberg, 
Dr. Robert A. Good, Dr. David Mitchell, Dr. Lester 
L. Bissinger, Dr. F. John Lewis and Dr. James Hugh 
Casey. Four awards to projecis receiving first funds 
from the American Cancer Society were given to 
Dr. K. W. Stenstrom, Dr. Claude Hitchcock, Dr. 
Donald Ferguson and Dr. Helmut Gutmann. 

* * x 


New editor of the journal Current Researches in 
Anesthesia and Analgesia is Dr. T. H. Seldon, Roch- 
ester. The appointment was made at a meeting of 
the board of trustees of the International Anesthesia 
Research Society -in Cleveland. 

* ok * 

The 1929 Medical ScHool class of the University of 
Minnesota has presented $2,900 to the alumni as- 
sociation for special projects. Dr. Elmer Ceder of 
Minneapolis, class member, made the. presentation. 
Officers elected by the medical group are Dr, Wil- 
liam C. Bernstein, St. Paul, president; Dr. Byron 
Cochrane, St. Paul, first vice president; Dr. Virgil 
Lundquist, Minneapolis, second vice president, and 
Dr. Shelley Legaard, Minneapolis, secretary-treasurer. 
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Dr. A. J. Wentworth of Mankato, president of 
the Blue Earth County Christmas seal organization, 
has been elected to the board of directors of the 
Minnesota Tuberculosis and Health Association. The 
election took place at the annual meeting in St. 
Paul. 

* * * 

“The Medical Treatment of Hypertension” was 
the topic of Dr. T, W. Parkin’s speech before the 
Southwestern Minnesota Medical Society last 
month. Dr. Parkin is a member of the Mayo Clinic’s 
department of medicine. 

* * * 

Dr. Charles W. Mayo presented the $10,000 Mu- 
tual of Omaha Criss award and gold medal to W. 
Earl Hall, editor of the Mason City Globe-Gazette. 
The presentation, which is made to the person or 
persons considered to have made the most out- 
standing contribution in the field of safety or health, 
was made at the annual meeting of the board of 
directors of the National Safety Council in Chicago. 
The award is given in honor of the late Dr. C. C. 
Criss, founder of the company. 

* * * 

Members of the White Bear Lake Area Council 
for Handicapped Children heard Dr. Harold Flana- 
gan, St. Paul, at their meeting last month at White 
Bear Lake. Dr. Flanagan emphasized the social 
and emotional problems of handicapped children. 

£9 

Guest speaker at a workshop meeting of Christmas 
Seal workers from Todd, Morrison, Cass, Aitkin and 
Crow Wing counties was Dr. Philip Soucheray of 
St. Paul. The meeting was held in Brainerd. 

. * * 

The principal cause of obesity in college students 
is eating, Dr. William M. McConahey of Rochester 
told a meeting of the North Central district of the 
American College Health Association. The sessions 
were held at Luther College in Decorah, Iowa. 

* * * 

Dr. Dale C. Cameron, medical director of the Min- 
nesota Department of Public Welfare, was luncheon 
speaker at a two-day meeting in Rochester of the 
Minnesota Association of Nursing Homes. Other 
speakers were Glen Taylor, executive secretary of the 
Minneapolis Hospital Association, Dr. Viktor O. 
Wilson, director of the Rochester-Olmsted County 
Health unit and Dr. Gordon Martin, consultant in 
physical medicine and rehabilitation at Mayo Clinic. 


NEW LOCATIONS 

Dr. Robert J. Meyer, who has practiced in Min- 
neapolis for the past three years, has opened offices 
in Golden Valley. Dr. Meyer was graduated from 


the University of Minnesota Medical School in 1950. 
x ok x 


Dr. John T. Olive, Jr., has joined the staff at the 
Mankato Clinic. Dr. Olive, who has recently. been 
discharged from the Army Medical Corps, was grad- 
uated from St. Louis University Medical School in 
1948. He specialized in pediatrics at the University, 
graduating in 1953. 
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Dr. George W. Stahl, a former resident of She- 
boygan, Wisconsin, and a graduate of the University 
of Wisconsin, has opened offices for the specialized 
practice of urology in Austin. 


* * * 


Dr. Harold Kaplan, a graduate of the University 
of Minnesota, is now located in the Medical Arts 
Building, Minneapolis. 


* + 


Dr. Norman R. Haugen, who has been with the 
Bratholdt Clinic at Watertown, has joined the Crook- 
ston Clinic staff as general practitioner. Dr. Haugen 
received his medical degree from the University of 
Minnesota. 


* * * 


Dr. George Smith, who has served in the Air 
Force the past twenty-one months, has returned to 
the United States from Iceland. His’ family has 
returned to the Smith home in Hutchinson. Dr. 
Smith, after his discharge, will resume practice with 
Dr. E. W. Lippmann and Dr. Dan Huebert. 


* * * 


Dr. Celia A. McNeely has opened a practice in 
Herman, taking over for Dr. R. M. Watson, who is 
associated with the Arneson-Watson Clinic in Mor- 
ris. 

* * * 


Dr. V. A. Schulberg, a resident of Los Angeles, 
California, for the past two years, has returned to 
Arlington to join Dr. D. C. Olson in practice. 


* * * 


Dr. O. M. Porter, who practiced in Atwater a 
number of years, has returned to Atwater after prac- 
ticing in Willmar and Sisseton, South Dakota. 


* * * 


Dr. N. Rysen has joined Dr. M. I. Hauge in his 
Clarkfield Clinic. Dr. Rysen, a graduate of the Uni- 
versity of Tennessee College of Medicine, interned 
at Northwestern Hospital, and has been at Anoka 
State Hospital for 15 months. 


* * * 


Dr. K. A. Law of Millheim, Pennsylvania, has 
become associated with the Wood Lake Clinic. He 
is a graduate of Jefferson Medical College, Phila- 
delphia, and took his internship at Methodist Hos- 
pital in Philadelphia. 


* * * 


Dr. David F. Struxness, who has been associated 
with the Alexandria clinic, has begun practicing 
at Glencoe. He is a graduate of the University 
of Minnesota Medical School, and served his intern- 
ship at General Hospital. 
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MINNESOTA BLUE CROSS-BLUE SHIELD NEWS 


The Blue Shield Professional Relations department is 
embarking on a more active and extensive campaign. 
This has been made possible by the employment of one 
additional person and the return to the organization of 
a former employe whose past training and activities 
include special qualifications for this work. With these 
two additional workers, it is planned that calls will 
be made upon doctors and upon their office nurses, re- 
ceptionists and secretaries. 

Personal service to the physicians and their office staffs 
is to be the keystone of the program as planned. Per- 
sonal calls will be made to discuss Blue Shield’s policies, 
practices and developments with the doctors. Informa- 
tion about claims can more effectively be disseminated 
and questions about them can better be answered by a 
visit than by a letter. This personal attention principle 
will be emphasized with. both the doctors and _ their 
office personnel. 

With this as a foundation for an active and energetic 
public relations program, features of professional re- 
lations programs which have been effective in other 
Blue Shield plans are to be explored and added. These 
include news releases, literature, and attendance of staff 
and medical meetings by Blue Shield representatives. 

To assure effectiveness of the program, records are to 
be maintained of all suggestions made by both the 
physicians and members of their office staff. This, it 
is expected, will provide a means of molding the pro- 
fessional relations activities in whatever manner will 
serve the profession best. 

Blue Cross is continuing to interest all Minnesota resi- 
dents in the non-profit plan for hospital care. Blue 
Cross has found through the use of radio and tele- 
vision that they are effective media for getting the 
Blue Cross story across to Minnesota people. The ma- 
jority of persons listen to some type of news program, 
hence the sponsorship of only this type of program. 

Commencing October 5, 1954, the “Bill Ingram News” 
program can be heard each Tuesday, Wednesday and 
Thursday from 12:00 to 12:15 p.m. on KSTP-TV, 
Channel 5. 

Charles McCuen will continue to present “News at 
Noon” each Monday, Tuesday and Thursday on Chan- 
nel 4, WCCO-TV from 12:00 to 12:15 p.m. 

Also heard over WCCO-TV, Channel 4 is the late 
evening news program, “All the News Tonight” with 
Charles McCuen, broadcast each Tuesday and Friday 
evenings from 10:00 to 10:12 p.m. 

Holding its own on radio and continuing to bring in 
a good share of inquiries from Minnesota people is the 
Saturday night edition of “Night Time News” over 
WCCO radio. Rolf Hertsgaard, the well-known news 
broadcaster in the midwest area, is brought to you eacl) 
Saturday night from 10:00 to 10:15 p.m. 

In the Duluth area, which has its own CBS station, 
Blue Cross is presenting the “Bill Krueger News” on 
KDAL, Duluth, three times each week at 10:00 to 
10:15 p.m. The sponsorship of the “Bill Krueger News” 
will alternate Monday, Wednesday and Friday one week 
and Tuesday, Thursday and Saturday the following 
week. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to physicians. 





A TEXTBOOK OF PATHOLOGY, E. T. Bell, M.D., 
7th Edition, 1008 pages. Philadelphia: Lea and Fe- 
biger, 1952. 

The seventh edition of Dr. Bell’s book has had ade- 
quate changes and additions to keep it well abreast 
of the recent changes in medicine. The same enjoyable 
manner of combining pertinent clinical features of a 
disease with the pathological discussion has been used 
in this edition. 


The section on kidney pathology stands out above 
the rest of the book because of the author’s years 
of active research in this field. 


This book continues to be a “must” in the adequate 
preparation of each medical student and the first refer- 
ence for the busy practitioner.” 

D. W. Koza, M.D. 


CARDIOVASCULAR SURGERY. Gerald H. Pratt, 
M.D., F.A.C.S., Associate Clinical Professor of Surg- 
ery, New York University College of Medicine; At- 
tending Surgeon and Chief of the Vascular Clinic 
Saint Vincent’s Hospital, City of New York; Diplo- 
mate of the American Board of Surgery; Consultant 
to the U. S. Naval Hospitals, Meadow Brook Hospital, 
Long Island; All Souls Hospital, Morristown, New 
Jersey. 843 pages. Illus. Plates. Price, $15.00. Phila- 
delphia: Lea & Febiger, 1954. 


This present volume is an extension and enlargement 
of an earlier text prepared by Dr. Pratt. To Minne- 
sota readers it may be of interest that Dr. Pratt is 
a nephew of the late Dr. Robert Emmett Farr of Minne- 
apolis, and in the preface to this volume, Dr. Pratt gives 
credit to Dr. Farr for guidance in his early years and 
for outlining his course through medical training. In 
this same preface, Dr. Pratt states: “This book’s purpose 
is to bring to surgeons, internists and students a sum- 
mary of accepted or acceptable treatment for cardio- 
vascular lesions.” 


This text starts with a section on nomenclature, case 
history and physical examination of the patient. The 
nomenclature developed by the committee of the Ameri- 
can Heart Association is discussed and presented. This 
is followed by a brief discussion of the essential history 
required for evaluation of a cardiovascular problem as 
well as the general medical problem. The essentials 
of a physical examination and the specific tests required 
for such.an examination are briefly presented. 

Under the section of laboratory examinations, in- 
cluded in this chapter, Dr. Pratt has an excellent dis- 
cussion of the requirements of the internist, the pedia- 
trician and the surgeon who are to deal together with 
the surgical cardiac patient and points out the necessity 
of having attached to such a group, someone well 
trained in cardiopulmonary physiology who has had 
angiocardiographic and heart catheterization training. 
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The second section deals with what Dr. Pratt de- 
scribed as ancillary surgical procedures. Anesthesia, 
both for the patient with cardiovascular disease requir- 
ing general surgery and for such patients requiring 
operations on the heart or cardiovascular system is 
discussed quite briefly but succinctly. There is also a 
brief discussion of controlled hypotension anesthesia and 
of hypothermia. 

A short chapter is devoted to “Blood and Fluid 
Balance,” and another short chapter to “Cardiac Arrest 
and Resuscitation.” 

Section Three is one hundred pages in length and is 
devoted to cardiac surgery starting off with a discussion 
of chest dynamics and cardiac physiology. Dr. Pratt 
also covers briefly in this section the technical points 
in a thoracotomy and the postoperative care of a patient 
who has had a thoracotomy. 


The subsequent five chapters of this section are de- 
voted to cardiac surgery and surgery of the pericardium. 
This is an excellent section. It deals first with penetrat- 
ing wounds of the heart and then with nonpenetrating 
wounds of the heart in a very brief but very satisfactory 
manner. It is most gratifying to see in the opening 
paragraph of the section on nonpenetrating wounds of 
the heart that fifteen per cent of all fatal chest injuries 
are due to crushing trauma of the heart. 

The section on “Surgical Treatment of Congenital 
Heart Lesions” deals very well with .these problems 
starting with the classification of congenital heart disease 
by Bing. Pulmonary stenosis is presented with the 
Bialock and Pott’s procedures which are well illustrated. 
There is also an ample section on the Brock procedure 
of direct valvulotomy for pulmonary stenosis. Patent 
ductus and coarctation of the aorta are both treated 
in summary fashion. There are brief descriptions of 
the various anomalies of the aortic arch, the anomalies 
of the pulmonary vessels, and intraseptal defects. No 
effort is made to give any surgical procedures for the 
correction of these latter defects. 

The section on acquired cardiac valvular disease cov- 
ers mitral stenosis quite nicely and aortic stenosis less 
completely. The discussion of the surgery in the treat- 
ment of coronary occlusion and the cardiac patient as a 
surgical risk is timely, although Dr. Pratt is unable to 
find any surgical procedure which he feels is of suf- 
ficient value to warrant description in any detail. 

Starting on page 159, the book becomes a text cover- 
ing quite fully diseases of the peripheral vascular sys- 
tem, venous, arterial and lymphatic. It is interesting 
to page through this text and to read the various sec- 
tions which Dr. Pratt has included as proper fields of 
endeavor for a cardiovascular surgeon. Inasmuch as 
the blood vessels go to every part of the body and in- 
asmuch as their failure to properly carry out their 
transport role results in disease of the tissue wherever 
this occurs, logically the cardiovascular surgeon could 
undertake the enucleation of an eye for thrombosis of 
the ophthalmic artery as well as the amputation of a 
toe for ischemic gangrene and the coverage in this 
text is almost that broad. 

In the section on occlusive arterial disease the usual 
arterial diseases of the extremities are beautifully cov- 
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ered and in addition, consideration is given to the ar- 
terial occlusive diseases:which occur within the abdomen 
along with an excellent discussion of arterial disease as 
it occurs in the diabetic. A chapter is devoted to 
amputations, the indications, the types and the tech- 
niques which are required in the management of arterial 
disease of the extremities. 

In the section on angiospastic diseases and syndromes, 
many conditions considered by the dermatologist and the 
internist as their special province such as Raynaud’s 
Disease, scleroderma, cold allergy, spastic anemia and 
hyperhidrosis are considered. Also with such conditions 
as Sudeck’s atrophy which the orthopedist usually claims 
is presented. Likewise, in the excellent section on 
traumatic injury to the arteries the field of the general 
surgeon is invaded. A discussion of the surgical treat- 
ment of hypertension with the operative description of 
the various sympathectomies that are used today by the 
neurosurgeons invades the field covered by this latter 
specialty. Finally, the sections on skin grafting and the 
section on roentgen ray visualization cover fields normally 
felt by the plastic surgeon and the radiologist as prov- 
inces reserved for their attention. 

I do not feel that this broad coverage is a criticism 
either of Dr. Pratt or of his excellent text. I mention 
it in this review only to point out that this book has 
much to offer many different disciplines, as the ap- 
proach in each instance is presented in this text from 
the vascular standpoint and oftentimes this approach 
is stimulating and rewarding. It is also interesting in 
that it illustrates how, as knowledge develops, certain 
compartmentalization occurs, which seems reasonable 
and necessary and is rather jealously maintained by the 
various devotees. Then a new body of knowledge ac- 
cumulates and is systematically organized such as has 
happened in the development in the last fifteen years 
of cardiovascular surgery and the extension of this 
body of knowledge into the practical therapeutics of 
these conditions cuts across many different fields not 
out of primary intent to invade other areas of specializa- 
tion but as the logical development of the new specializa- 
tion. Dr. Pratt’s book is much more worthwhile because 
of its broad coverage and because it ties together as a 
systematic whole pretty much what is known about 
the pathology and treatment of diseases of the cardio- 
vascular system particularly from the surgical standpoint. 

The last two chapters of this excellent text take a 
look to the future and a glance at the present. Chapter 
44 deals with “Radioactive Isotopes and Atomic Energy 
in the Diagnosis and Treatment of Cardiovascular 
Diseases” and Chapter 45 recognizes the daily influence 
of compensation problems in the practice of medicine 
and surgery. It is devoted to a discussion of the 
relationship of trauma and occupational hazards to 
cardiovascular diseases. 

In conclusion, this is an excellent book, beautifully 
bound, well illustrated, broad in its coverage, brief 
and concise and to the point all the way through, well 
written and each chapter beautifully documented with 
extensive bibliography. Most surgeons should own a 


copy for their personal library. It will be of value 
to residents and interns and it should be readily avail- 
able to all who are engaged in the healing of the sick. 

NATHAN KENNETH JENSEN, M.D. 


DRUGS IN PEPTIC ULCER 


(Continued from Page 788) 


of help, they can in no wise substitute for the 
fundamental effects of rest and of freedom from 
hurry, worry and emotional tension in the control 


of peptic ulcer. 


References 


Benjamin, F. B., Rosiere, C. E. and Grossman, 
M. I.: A comparison of the effectiveness of banthine 
and atropine in depressing gastric acid secretion in 
man and the dog. Gastroenterology, 15:727-735 
(Aug.) 1950. 

. Gambill, E. E., Morlock, C. G., Butt, H. R. and 
Wollaeger, E. E.: A study of the effect of an orally 
administered enterogastrone preparation on the 
clinical course of patients with duodenal ulcer. 
Gastroenterology, 14:228-234 (Feb.) 1950. 
Grimson, Keith: A clinical trial of banthine in 
cases of peptic ulcer. Gastroenterology, 14:583-586 
(Apr.) 1950. " 

Kirsner, J. B. and Palmer, W. L.: Newer gastric 
por se eal compounds. J.A.M.A., 151 :798-805 
(Mar. 7) 1953. : 

. Lepore, M. J., Golden, Ross and Flood, C. A.: Oral 
banthine, an effective depressor of gastrointestinal 
motility. Gastroenterology, 17 :551-559 (Apr.) 1951. 
McHardy, G. G., Browne, D. C., Marek, F. H,, 
McHardy, Robert and Ward, Swan: Clinical 
evaluation of methantheline (banthine) bromide in 
gastroenterology. J.A.M.A., 147 :1620-1626 (Dec. 22) 
1951. 

Plummer, Kemp, Burke, J. O. and Bradford, Sarah 
C.: The effect of methantheline bromide (banthine) 
on the insulin induced secretion of gastric acid, 
mucoproteose and mucoprotein: physiologic implica- 
tions. Gastroenterology, 18:218-223 (June) 1951. 
Ruffin, J. M., Texter, E. C., Jr., Carter, D. D. and 
Baylin, G. J.: Role of anticholinergic drugs in 
treatment of peptic ulcer. J.A.M.A., 153:1159-1161 
(Nov. 28) 1953. 

Smith, C. A., Woodward, E. R., Janes, C. W. and 
Dragstedt, L. R.: The effect of banthine on gastric 
secretion in man and experimental animals. Gastro- 
enterology, 15:718-726 (Aug.) 1950. 

. Texter, E. C., Jr., Baylin, G. J., Legerton, C. W., 
Jr. and Ruffin, J. M.: Effects of a new cholinergic 
blocking agent (SKF-1637) on gastric motor and 
secretory activity. Am. J. M. Sc., 224:612-618 
(Dec.) 1952. 

. Texter, E. C., Jr., Legerton, C. W., Ruffin, J. M., 
Atwater, J. S., Cayer, David, Cheney, F. D., Jack- 
son, R. A., Oren, B. G. and Rumball, J. M.: Pro- 
longed drug therapy in peptic ulcer. I. An evalua- 
tion of banthine as an adjunct to conventional ulcer 
therapy. South. M. J., 46:1062-1068 (Nov.) 1953. 


MINNESOTA MEDICINE 





